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GUILTY BUT INSANE? 





By H. M. Brirca, 


President, Australasian Association of Psychiatrists, 
Adelaide. 





My first and wholly pleasant duty is to say how much 
I appreciate the honour you have conferred upon me, in 
electing me as your president for the coming year. 


I shall endeavour to discuss “Criminal Responsibility” 
from the aspects of history, law and medicine. 


In the legal books I have consulted I have been amazed 


at the learned discussions that have been recorded as to 
the meaning of the term criminal responsibility, so it is 
well that we should start off with some simple under- 
standing. 


What is a crime? So far as I can ascertain no one 
has succeeded in giving a satisfactory definition of a 
crime. However, by recourse to a description, rather than 
by definition, we may say that a crime is a result of 
human conduct (active or passive) which it is the 
policy of the governing power in the State to prevent. 
Put simply we may say crime is “an act which is by law 
punishable”. Now punishment implies legal guilt and 
guilt implies mental capacity. What do we mean by 
responsibility in the term criminal responsibility? That 
great jurist Sir James FitzJames Stephen, a High Court 
judge of the Victorian era, said the meaning was made 
clear by answering the question: “Is this person respon- 





1 President’s address, delivered at the annual meeting of the 
cme eae Association of Psychiatrists, Adelaide, November 


sible, in the sense of being liable, by the law of England 
as it is, to be punished for the act which he has done?” 
Stephen points out that we are not at this stage con- 
sidering what the law should be, or what should be the 
grounds for excusing the party accused of an act regarded 
as a crime. The law as it is today is the accumulated 
wisdom of thousands of years, and in European countries 
as in Australia, much of it has been handed down from 
the Roman laws codified by Justinian in the sixth century. 
We as psychiatrists are apt to complain that the law lags 
behind current scientific psychological knowledge. In 
fact, the law is constantly being modified in accordance 
with the presenting facts of today, and I think that the 
apparent inertia in this respect is preferable lest we 
adopt precipitately some half-baked psychological theories 
now fashionable. 

Thus crime is some form of human conduct regarded 
as inimical to society, and legal responsibility entails the 
various ways in which such conduct is disapproved by 
that society. The lawyer is mainly concerned with the 
physical or objective part of the crime, while the sub- 
jective aspect, the mental state of the wrongdoer, is 
properly the province of the psychiatrist, and the two 
parts are inseparably connected. 

Now in law there are a number of conditions in which 
the person committing a forbidden act is held not to be 
responsible, that is, not liable to punishment. One of these 
excuses is a certain degree of mental disorder, and it is 
well that we should be quite clear at the outset that this 
disordered mental state is clearly defined. It must not 
be equated with such terms as insanity, mental deficiency, 
or certifiability. Indeed, the law does not, and cannot, 
define the term “insanity”; it simply sets out what degree 
of mental aberration, in terms that can be understood 





Se en 





534 THE MEDICAL JOURNAL OF AUSTRALIA 


Aprit 18, 1953 





by the gentlemen of the jury, will excuse the party 
accused from the consequences of his act. There are 
different legal degrees of mental disorder for certification 
for admission to a mental hospital, for testamentary 
capacity, and for a defence in criminal cases. 


In this discussion it is proposed to deal only with the 
abnormal mental states in which there is an indictment 
for murder, since the defence is rarely raised in any 
other case. 

Unfortunately, even in the courts there have been 
occasions when both bench and counsel have used the 
term insanity as on the one hand meaning some mental 
abnormality, and on the other having that restricted mean- 
ing which under common law exonerates the accused from 
the consequences. 


But let us go back into very early history to trace 
how laws and courts came into existence. In the Old 
Testament times the people were divided into the 
unrighteous and the righteous, or as we should say, those 
with criminal propensities and those who were law 
abiding. In those days no account at all was taken of 
the wrongdoer’s mental state. Just as any criminal offence 
by the individual today brings dishonour, that is punish- 
ment, to his family, so in olden times the unrighteous 
were regarded as the cause of any disaster that may have 
befallen the tribe or local community. It was the 
unrighteous who brought forth the wrath and vengeance 
of the Deity upon the whole tribe, and so for its very 
existence the Jonah, somewhat haphazardly selected, must 
be cast out by being summarily dispatched to outer 
regions. This concept of course prevailed up to fairly 
recent times when alleged witches were burned at the 
stake. And even today among the primitive peoples we 
still hear of human sacrifices as propitiation to the wrath 
and vengeance of the gods. These were the early concepts 
as regards offences against the Deity, but what of the 
lesser offences such as stealing and homicide? In the 
developing communities we find some sort of incipient 
criminal code being evolved for the betterment and 
preservation of the tribe. Such a code was purely a 
utilitarian one because it was found that the individual 
tribes were being weakened by constant blood feuds which 
followed some original murder. 


The social concept of those days was that physical 
force was the obvious method of redressing wrongs, and 
when men were grouped in families or small communities 
this led naturally to blood feuds. A step forward was 
Made when recourse to a court of appeal came as an alter- 
native to physical force. But recourse to a court was an 
innovation disliked and with difficulty followed, regarded 
in fact much as we today regard the submission of inter- 
national disputes to arbitration. 

Nevertheless it gradually came about that in lieu of 
an eye for an eye and a tooth for a tooth, there was to 
be an ox for an eye and a goat for a few teeth. In short, 
the injurer was to compensate the aggrieved in some 
tangible way for the loss suffered. This compensation or 
wergild as it was called, was the price to be paid by the 
kindred of a manslayer to the kindred of the slain person 
as compensation to avoid the blood feud. This incipient 
law appealed from the vindictiveness of man to his 
cupidity. 

Thus in Anglo-Saxon times quite elaborate scales were 
set out in the case of murder according to the rank of 
the deceased. To administer these rules there soon came 
into existence a sort of honorary assessor and then later 
an officer of the King was appointed. 


The King saw to it that a goodly proportion of the 
compensation was paid by way of a fine or “wite” into 
his own coffers for disturbing the King’s peace. At first 
there was no power to force the aggrieved to accept the 
wergild, and if the family of the murdered man so desired 
they could continue the blood feud. With the growth of 
the King’s power the assessor gradually took on the 
function of a judge of today with proper authority to 
inflict both the wergild and the wite. If the wergild could 
not be paid by the culprit then the law left him to be 
slain. The law, in interfering with the private feuds, 


had to conform to some extent with the previous idea of 
an eye for an eye. 

Thus punishment, sanctioned by the embryo law, was 
in the main vindictive, and this factor of retribution still 
remains in legal sanctions of today. It is in fact retalia- 
tion, expressing the innate feeling in man that he who 
inflicts suffering should be made to suffer. Whether this 
philosophy is approved by psychiatry today, or whether 
we should teach turning the other cheek, is not now 
discussed, but we should recognize that punishment has 
the three ingredients of retribution, determent and reform. 
In the early days retribution was the only function of 
punishment, and today we find emphasis on reform, recog- 
nizing nevertheless that determent is a powerful psycho- 
logical factor in the prevention of crime. 

I trust that we as psychiatrists will realize that the 
administration of the law is for the benefit of society as 
a whole, even though our private allegiance is to the 
individual who consults us after he has transgressed the 
law of the land. 

The danger in accepting minor mental deviations as an 
excuse from responsibility is very great. Recently we 
discharged a patient who was really an aggressive psycho- 
path and not actually certifiable. As was his wont, he got 
into conflict with his room mate and in the course of the 
argument threatened to murder him, adding that nothing 
would be done to him because he had been previously a 
patient in a mental hospital. Our first duty as psychiatrists 
is to treat the asocial patient, but we must be realistic 
and admit that this is not always possible, in which case 
society must take steps to see that he is safely and 
humanely cared for in a closed community. 

To illustrate the law’s growing recognition of abnormal 
mental states I should like to refer to a series of historical 
cases, each of which will, I think, decide a particular 
point. 

In Edward III’s reign in the early thirteen hundreds, 
“absolute madness”, whatever this term might mean, was 
recognized as a complete defence to a criminal charge. 
About this time the law was in a transitional stage for 
it made no provision for the acquittal of the defendant, 
but a special verdict was given by the court that he was 
a madman, and then steps were taken to obtain a pardon 
from the King. Even so, the law then current was that 
the chattels of the offender were forfeited to the State. 

One interesting sidelight of this period was a different 
legislation regarding “idiots and lunatics”. This was 
the time of the feudal overlords. If the idiot did possess 
land, which seems.rather improbable, it could be seized 
by the feudal lord in payment of the military service. 
On the other hand it was recognized that a “lunatic” 
might recover from his illness, so his lands must remain 
intact and so in his interests a guardian in the form of 
the Court of Chancery was appointed. The proceeds from 
such land were used for the support of such “lunatics”. 

Thus we see that provision was made then, as now, 
for a Master in Lunacy or Public Trustee to safeguard 
the financial interests of the mentally sick. 


Here, too, in the middle of the thirteenth century we 
find some attempt at defining various states of mental 
disorder, for Bracton, the famous thirteenth century 
jurist, wrote: “A madman is one who does not know what 
he is doing, who lacks in mind and reason, and who is 
not far removed from the brutes.” From this description 
we can discern two of the early concepts later used as 
legal tests in deciding criminal responsibility, namely, 
the test of knowledge and wild beast or wild brute test. 

In the seventeenth century, Coke, the famous Lord 
Chief Justice of Stuart times, wrote on the various types 
of mental disorder which came under the legal heading of 
“Non compos mentis”. To Coke we must attribute sound 
legal and medical thinking, for it was he who emphasized 
that a guilty mind is the essence of every crime. This 
concept, passed down from generation to generation up to 
the present time, is enshrined in the well-known legal 
maxim of “actus non facit reum, nisi mens sit rea’. 
Interpreted it means: an act does not make a person 
guilty unless his intention be guilty also. This maxim 
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has remained unchallenged through the centuries; it 
ensures that no man should be convicted of a crime at 
common law unless the two requirements which it 
envisages are satisfied, namely, that there must be both a 
physical element and a mental element in every crime. 
Clearly then all crimes have theoretically a psychiatric 
implication; but as there are infinite variations of mental 
states, it is rarely the psychiatrists are called to express 
an opinion. 

Roughly we may say that he is guilty who intends and 
does in fact commit a forbidden act. The word “intent” 
properly indicates that a man is directing his efforts so 
as to produce a certain result, upon which his mind is 
set; the word “motive” on the other hand properly indicates 
the cause of his intent; it is the reason why he formed the 
intent. 

Ti would seem that in English law the aspect of a crime 
which takes into consideration the mental processes of the 
defendant was introduced by the Church. You remember 
that in the very early days the man who caused harm to 
another had to pay for the consequences of his act whether 
or not the harm was caused by accident or intention. This 
is legally referrerd to in modern times as “strict” or 
“absolute” liability, that is, the function of the then law 
was to regulate the compensation to be paid for the harm 
done rather than to punish the doer. But later the ecclesias- 
tics, who were versed in the more cultured and refined 
Roman laws, maintained that wickedness existed in men’s 
minds, and moral blame could be laid only upon one 
whose thoughts or intentions had been bad. In short, one 
may say that consideration of the mental processes by the 
law was introduced first by the Church from a viewpoint 
of morality. 

Lord Hale, Lord Chief Justice in Charles II’s reign and 
author of the classical text-book on criminal law ‘Pleas 
of the Crown”, writing in the middle of the seventeenth 
century, enunciated what is really the first rational 
approach in English law to the whole subject of the 
responsibility of the insane. 

Lord Hale’s emphasis was on man’s understanding and 
liberty of will, and so he writes: 

The consent of the will is that which renders human 
actions either commendable or culpable; as where there 
is no law, there is no transgression so regularly where 
there is no will to commit an offence, there can be no 
transgression... 

Hale endeavoured to enunciate some legal rules for the 
guidance of courts where insanity was raised as a defence, 
but the trouble with all such rules, even today, is to find 
“a mean between a system of hard and fast rules and one 
of completely individualized justice”. 

Hale emphasized the difficulties of attempting to deter- 
mine legal responsibility solely and exclusively by the 
application of any judge-made yardstick. And this is 
exactly what we are doing today in the case of the 
McNaughten rules which will be discussed later. 

The next concept of criminal responsibility was that 
recognized in the legal dicta given in Arnold’s case. 

Arnold was tried for the shooting at Lord Onslow in 
1724 and evidence was given that he committed the act 
as the result of delusional beliefs. The test in this case 
became known as the wild beast test. The judge in 
summing up said: “If a man be deprived of his reason, 
and consequenty of his intention, he cannot be guilty” 

ut... “it is not every kind of frantic humour or 
pee EM unaccountable in a man’s actions that points 
him out to be such a madman as is to be exempted from 
punishment; it must be a man that is totally deprived of 
his understanding and memory, and doth not know what 
he is doing, no more than an infant, than a brute, or a 
wild beast, such a one is never the object of punishment.” 

In these and subsequent tests you will see that in their 
efforts to distinguish between mental disorder which should 
excuse from crime and that which should not, the judges 
relied almost exclusively on the test of knowledge. 

The profound mental disorders as seen in the depressive 
psychoses and in involutional melancholias seem com- 
pletely to be ignored. Even today similar rigid rules are 
the courts’ guiding principles, but in actual practice, 
strange as*it may seem, justice is I think done in the 


great majority of cases. It seems to me that through the 
recent centuries learned judges have, in the particular 
case before them, given illustrations for the guidance of 
juries which have become elevated, erroneously, to the 
status of statutory laws. 


The Case of Earl Ferrer. 


Lord Ferrer was tried before the House of Lords for 
murder in 1760. The test in this case became known as 
the “right and wrong test”. 

The prosecution urged “if there be thought and design; 
a faculty to distinguish the nature of actions; to discern 
the difference between moral good and evil; then, upon 
the fact of the offence proved, the judgement of the law 
must take place”. As far as I can discover this case was 
the earliest recorded instance in which a physician was 
called to give evidence as an expert. It is of further 
interest to note that the record states that one Doctor 
Munro was treated by the Crown with “scorn and con- 


tumely”—a fate which couched in politer terms is not 
entirely unknown today. 
Dr. Munro was asked to state what were the clear 


indications of lunacy or insanity. 
The first evidence, 


by liquor, but raised by it. 


he said, was common fury, not caused 
Needless to say the prosecutor 
was not impressed. To his second indication, that of 
jealousy and suspicion, the Crown asked whether it was 
not true that many who were not lunatics, suspect and 
quarrel without adequate cause. Dr. Munro’s third point 
was “carrying arms”, which he said might be a mark of 
lunacy. 


The Case of James Hadfield. 


James Hadfield, in the year 1800, was charged with high 
treason for shooting at King George III in the Drury Lane 
Theatre. He had secreted himself near the royal box and 
as the King was about to enter he fired two shots in the 
direction of the King, but neither shot took effect. Indeed, 
it was given in evidence that Hadfield did not intend 
actually to shoot the King, but upon this point there is 
some doubt. Apparently Hadfield was delusionally con- 
vinced that he had to sacrifice himself for the world’s 
salvation, and he therefore shot at the King, knowing 
that by the appearance of crime, he might be executed 
and so perform the sacrifice he felt divinely called upon 
to make. Hadfield, who was a paranoiac, said further that 
he preferred to die by execution rather than to commit 
suicide, 

Although the McNaughten Rules were not formulated 
until forty-three years later, it is clear Hadfield knew 
exactly what he was doing, and that it was wrong—wrong, 
according to the present day legal interpretation of that 
word. 

The prosecutor stated what was then the law in these 
terms: “If a man be completely deranged so that he knows 
not what he does, if he be so lost to all sense that he 
cannot distinguish good from evil, and cannot judge of the 
consequences of his action, then the mercy of the law 
said that he cannot be guilty of any crime because the 
will which, to a certain extent is the essence of every 
crime, is wanting.” Having stressed the mercy of the law 
the prosecutor then proceeded to establish that Hadfield 
was responsible for his act. He said: “Persons of very 
weak understanding had committed crimes and had been 
punished in consequence of them, though their under- 
standings were considerably below the ordinary level, 
because juries had decided that they had sufficient under- 
standing to discriminate between right and wrong.” 

Now prior to Hadfield’s case all the legal dicta on 
criminal responsibility seem to have been concerned 
solely with a complete intellectual lack of understanding 
of the act which was the crime, or inability to distinguish 
according to the “Good and Evil” test. Lord Erskine, a 
most distinguished criminal lawyer of his day, introduces, 
or at least emphasizes for the first time, the presence 
of delusions as a defence. 

In his address to the jury he pointed out that the 
existing law, is true, exonerates him who is totally 
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deprived of his memory and understanding, the fulfilment 
of which meant that the defendant would not know his 
own name, could not communicate with others, not know 
where he was, and then added: “No such madman ever 
existed.”” In saying this he excluded idiocy and the 
terminal states of dementia. 

Erskine stated that there are cases where “the human 
mind is stormed in its citadel, and laid prostrate under the 
stroke of frenzy’. But such cases, he pointed out, are rare 
and can present no judicial difficulty. But “in other cases, 
reason is not driven from her seat, but distraction sits 
down upon it along with her, holds her trembling upon it, 
and frightens her from her propriety”. Such persons, said 
Erskine, are subject to delusions. 

In some cases these delusions are so terrific as wholly 
to overpower the faculties; in others, the delusions are 
more circumscribed; yet the disordered imagination still 
holds the most uncontrollable dominion over reality and 
fact, “and these are the cases which frequently mock the 
wisdom of the wisest in judicial trials, because such persons 
often reason with a subtlety which puts in the shade the 
ordinary conceptions of mankind; the conclusions are just, 
and frequently profound; but the premises from which 
they reason, when within the range of the malady, are 
uniformly false”. “Delusion, therefore’, Erskine concluded, 
“where there is no frenzy or raving madness, is the true 
character of insanity.” 

Although Lord Erskine gave a most accurate medical 
account of the subtle logical reasoning of the paranoiac, 
albeit such reasoning is based on entirely false premises, 
he made the same mistake as his illustrious predecessors. 
He elaimed that the conclusive test of insanity and freedom 
from responsibility was the presence of delusions in the 
defendant. 

Hadfield was acquitted, not according to any decision 
previously established in law, but because of the bewilder- 
ing effect of Lord Erskine’s adroitness, rhetoric and 
eloquence, for no subsequent court accepted Erskine’s 
“delusion where there is no frenzy or raving madness” 
as an excuse from responsibility. 


From this acquittal rose special legislation as to the 
disposal of persons found legally irresponsible. The judge, 
Lord Kenyon, said: “It is absolutely necessary for the 
safety of society that he should be properly disposed, all 
mercy and humanity being shown to this most unfortunate 
creature.” Soon afterwards the Criminal Lunatics Act of 
1800 was passed, and so it came about that persons 
acquitted on the ground of legal irresponsibility were cared 
for, not in prison, but in what was called, up to four years 
ago, in England, “A Criminal Lunatic Asylum”. 


The Case of the Youth Oxford. 


Oxford, a lad of eighteen, was tried at the Old Bailey 
in 1840 for treason in firing at Queen Victoria with a loaded 
pistol. As a witness the illustrious Dr. Conolly described 
the prisoner in terms that as a matter of diagnosis would 
carry the label of moral imbecility in the English classi- 
fication. His description of the prisoner is worth quoting: 


A deficient understanding . . . an occasional appear- 
ance of acuteness but a total inability to reason, a 
singular insensibility as regards the affections. An 
apparent incapacity to comprehend moral obligations, to 
distinguish right from wrong. An absolute insensibility 
to the heinousness of his offence and to the peril of his 
situation; a total indifference to the consequence of the 
trial; acquittal will give him no particular pleasure, 
and he seems unable to comprehend the alternative of 
his condemnation and execution; his offence is like that 
of other imbeciles who set fire to buildings, without 
motive, except a vague pleasure in mischief; he appears 
unable to conceive anything of future responsibility. 


Oxford was acquitted. 


The Case of Maclean. 


There was another case in 1882 when Roderick Maclean, 
aged twenty-seven years, was tried at Reading Assizes 
before Lord Coleridge, Lord Chief Justice and Baron 
Huddleston, for treason, in that he shot at Queen Victoria 
in her carriage as she was leaving Windsor Station for 
Windsor Castle. 


Maclean stated that he shot at the Queen because he 
“thought there was something mysterious about himself 


. and he wanted everything made public and explained”. 


In a letter written two years earlier Maclean referred 
to the English people annoying him and being so antagonis- 
tically minded towards him that it was driving him raving 
mad. He continued: “I can hardly contain myself—in fact 
I mean if they don’t cease wearing blue I will commit 
murder. ... I really think I cannot prevent myself having 
revenge on the English people and I don’t mind if they 
hang me. ... What chance have I to cope with millions 
of people who are against me.” 

Maclean, who was defended by the celebrated Montagu 
Williams, was tried and found “Not Guilty on the ground 
of Insanity”. 

In the following year the Trial of Lunatics Act, 1883, 
was passed. I should like to quote the words contained 
in this Act: 

That if it appears to the jury before whom such person 
is tried that he did the act or made the omission charged 
but was insane as aforesaid (i.e., so as not to be respon- 
sible according to law for his actions at the time when 
the act was done or the omission made) the jury shall 
return a special verdict to the effect that the accused 
was guilty of the act or omission charged against him 
but was insane as aforesaid at the time when he did 
the act or made the omission. 

This special verdict is called “Guilty but Insane” and 
thus superseded the former verdict of “Acquitted on the 
Ground of Insanity”. The reason for the change is said 
to have come about because of Queen Victoria’s indignation 
when she learned that Maclean had been acquitted on the 
ground of insanity. Her Majesty is said to have insisted 
that it was impossible for the man not to be guilty, for 
she herself had seen him point the revolver at her. 


Sir Norwood East, who was formerly in charge of the 
Prison Medical Service, has informed me that the papers 
at Broadmoor show that the Queen did not see him shoot 
but heard the noise of the pistol. 

A little later on I should like to discuss the wording 
of these two different verdicts. 


Legal Punishments in England. 


Now before discussing the McNaughten and more recent 
cases, I should like to refer to two other institutions in 
English legal history which are relevant to our subject. 
Let us look back a few centuries to compare the legal 
punishments and note how they have been modified in 
accordance with the gradual improvement in our humani- 
tarian ideas. 

We have seen that the term criminal responsibility means 
liability, according to law as it is, to suffer punishment for 
some forbidden act. If we delve into the not so recent 
past in England, we find that the punishments meted out 
by law were indeed of diabolic severity. The more humani- 
tarian sanctions of today, with emphasis on reform rather 
than on retribution, show a greater advancement than 
our theoretical laws about the degrees of mental aberration 
necessary to exonerate the mentally sick person from 
punishment. Throughout the ages it has been abundantly 
proved that the severity of punishment bears but little 
relation to prevention. In ordinary everyday crime it 
would seem that certainty of punishment for asocial 
behaviour, rather than severity, would have a greater 
deterrent effect. In fact, the community must see to it 
that crime simply does not pay. 

Dealing with capital punishments, we find in the Book 
of Esther, 500 sBc., a reference to death by hanging, 
although it is not mentioned in the Mosaic Code. In 
England only so short a time as 150 years ago there were 
some 200 offences for which hanging was the prescribed 
penalty. Up to the time of Sir Samuel Romilly, who sought 
so strenuously for more humanitarian laws, a theft of 
more than five shillings meant a penalty of death by 
hanging. 

In this connexion it is worth while quoting the speech 
of Lord Ellenborough in the House of Lords when he was 
opposing one of Romilly’s bills for the abolition of capital 
punishment for trivial thefts. However, before doing this 
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I should like to remind you that on one ship transporting 
prisoners from England to Australia in 1790, there were 
89 deaths among the 571 persons carried—deaths due to 
the terrible conditions under which prisoners were accom- 
modated. 

Lord Ellenborough said that if capital punishment for 
theft were abolished only transportation remained, which 
he said was “only a summer airing by easy migration to a 
milder climate. I trust your lordship will pause before 
you assent to a measure pregnant with danger to the 
security of property. The learned judges are unanimously 
agreed that the expediency of justice and the public 
security require there should not be a remission of capital 
punishment in this part of the criminal law.” 


It is recorded that one archbishop and six bishops voted 
in favour of retaining capital punishment for thefts of 
over five shillings. ‘ 

After William the Conqueror, punishment was by mutila- 
tion in many cases, but hanging seems always to have 
been an effective and inexpensive method of dispatching 
wrongdoers. 

In Henry VIII's reign some 72,000 subjects were hanged, 
and it is interesting to note that in feudal times the royal 
grants of jurisdiction to lords of the manor and to 
ecclesiastical and municipal corporations included the 
words “right of pit and gallows”, the pit being the place 
where the minor wrongdoer might be executed by drowning. 


By 1840 only 14 of the 200 offences could receive the 
penalty of hanging, and by 1868 England saw the last of 
the executions in public. 

The punishment for treason, inflicted by English law, 
was known as drawing and quartering. That such a 
diabolical punishment should have the sanction of English 
law is almost beyond our understanding. Among other 
popular punishments there was burning alive at the stake, 
and as an illustration of the peculiarity of the English 
outlook, the reason given for the burning of witches and 
other women is worth quoting. “For as the decency due to 
the fair sex forbids the exposing and mangling their bodies, 
this sentence (which is to the full as terrible to sensation 
as the other) is, to be drawn to the gallows, and there to 
be burnt alive.” 

It must indeed have been a great solace to the ladies 
to know they died in circumstances of the completest 
decency. One might say that then as now preference was 
always given to the ladies. Obviously no equality of the 
sexes here—straight out preferential treatment. 


The pillory and the stocks both derived their value as 
punishment from the public ignominy heaped upon the 
defendant. 

Another form of punishment was that of the ducking 
stool. I would mention here that we who practise the 
art of psychiatry know only too well how powerful is the 
etiological factor of domestic disharmony in the causation 
of mental illnesses. 

We cannot then but have a sneaking regard for the 
wisdom of our forebears of not so long ago, and wonder 
why the ducking stool punishment has fallen into disuse, 
for this method seems to have been used solely as a 
deterrent to scolding wives. 


The Jury System. 


It is not the judge, or the lawyers, or the doctors, but 
the jury, who decide whether the accused was so mentally 
disordered as not to be responsible. 

This system of trial by jury stands as the truest evidence 
of democracy, and the guarantee of our most prized 
possession, the liberty of the subject. Just where and how 
the jury developed seems lost in the mists of history, but 
there is clear evidence that both the Romans and the 
Greeks each had something of a system of trial by jury. 
However, the present system seems to have had its origins 
in Anglo-Saxon customs, which were improved by the 
Normans. In English history the need for proper law- 
abiding communities became apparent as these communities 
grew in size and so the King set up bodies of local men 
to discover and report upon any form of crime. 


These bodies, the forerunners of our juries, became a 
sort of combination of the police force and committing 
justices. These laid the charges and the prisoner often 
had but little chance of being acquitted. But he could clear 
himself, even without the aid of the psychiatrist, by 
carrying a piece of red hot iron for nine paces without 
getting burnt. 

Another test of his innocence was for his thumbs to 
be tied to his feet and then he was thrown into a pond. 
If he sank he was innocent; if he floated he was guilty. 
There is no record to say how long he had to stay sunk. 


From time to time suggestions have been made that the 
question of a man’s mental state should be taken out of 
the hands of the jury and handed over to the experts in 
psychiatry. Psychiatrists, no less than the lawyers, differ 
in their opinions and until such time as we can ourselves 
reach some reasonable degree of unanimity we had better 
leave the matter where it stands, in the hands of the jury. 


The McNaughten Rules, 


From the McNaughten case in 1843 stem the present 
legal rules as to irresponsibility in a great many English 
speaking countries. 

Up to this time you have seen how in the early days 
the mental state of the defendant was not considered at 
all, then 600 years ago he would be excused if he was what 
was described as a complete madman. We then passed 
through various other tests directed almost entirely to 
the understanding, discernment of good and evil and finally 
one celebrated case, Hadfield’s, in which “delusion, where 
there was no frenzy or raving madness” was claimed to be 
the crux of the whole question of criminal responsibility. 


In any trial for murder there are three possible verdicts 


“by the jury—“Guilty”, “Not Guilty”, or the special verdict 


loosely described in England as “Guilty but Insane” and 
here as “Not Guilty on the Ground of Insanity”. Prior 
to the actual trial, the defendant may be found unfit to 
plead, if his mental state is so patently bad that he cannot 
understand what is going on at his trial. It should be 
noted that where a plea of insanity is to be raised by 
counsel the defendant simply pleads “not guilty” and it 
has happened when defendant is without doubt grossly 
disordered, as for example in some cases of paranoid states, 
that he steadfastly refuses to acknowledge it, and moreover 
will not allow his counsel to defend him on the grounds 
of legal insanity. In such case the court will take matters 
into its own hands. 

For those present who are not familiar with this epic 
case, I would simply say that Daniel McNaughten waited 
outside the residence of Sir Robert Peel, the Prime 
Minister, and when a man came out McNaughten shot him 
dead, believing him to be Sir Robert Peel. The murdered 
man was in fact Edward Drummond, the Prime Minister’s 
secretary. 

At the trial there was no doubt of the fact that 
McNaughten was, and had been for a long time, suffering 
from paranoia. 

The medical witnesses called by the defence pointed out 
that persons apparently normal in most spheres of mental 
capacity could nevertheless harbour morbid delusions and 
that McNaughten was so afflicted. They said that such a 
person labouring under a morbid delusion might ordinarily 
have a sound appreciation of right and wrong, but that in 
the case of McNaughten he had a delusion which carried 
him away beyond the power of his own control and left 
him without such appreciation; and that he had no control 
over acts which were connected with his delusion; that 
it was the nature of his disease to go on gradually until 
it had reached a climax, when it burst forth with irresis- 
tible intensity. 

McNaughten was acquitted on the ground of insanity 
and ordered to be detained in Bethlem Mental Hospital, 
which was known locally as Bedlam. There was a public 
outcry against this verdict and as a result the House of 
Lords asked Her Majesty’s judges of England to declare 
to what extent the law of England allowed unsoundness 
of mind as an answer to a criminal charge. 
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It should be pointed out that hitherto mental disorder 
was a comparatively rare defence, being submitted only 
where its severity was abundantly evident. 


From the answer given by the judges to specific questions 
put by the House of Lords, come the famous McNaughten 
Rules, which are to this day the theoretical inflexible 
criteria to be used. The dissatisfaction with the verdict 
given in McNaughten’s case was not entirely unrelated 
to the political situation at the time. McNaughten hailed 
from Scotland at a time when there was not a little strife 
between England and Scotland. Of the rather lengthy 
answers given by the judges, one part forms the crux of 
the whole problem. It said: 

To establish a defence on the ground of insanity, it 
must be clearly proved that, at the time of committing 
the act, the party accused was labouring under such 
defect of reason, from disease of the mind, as not to 
know the nature and quality of the act he was doing, 
or if he did know it, that he did not know he was doing 
what was wrong. 

Very precise conditions. Three things must be proved: 
that at the time the accused was suffering from disease 
of the mind, that because of that and not something else 
he was labouring under a defect of reason, and that, 
because of that disease of the mind resulting in infirmity 
of reason, either that the accused did not know the nature 
and quality of his act, or if he did know it he did not know 
that what he was doing was wrong. 


From the evidence given at the trial it was clear that 
Daniel McNaughten would not have come within the rules 
given by the judges and it does appear illogical that three 
judges who concurred with these answers also concurred 
in directing McNaughten’s original acquittal. 


The McNaughten rules recognize that a morbid delusion 
may be a defence when the man acted in a way in which 
the average citizen would act, if the delusive belief were 
true. For example, if “A” was convinced that the pipe 
“B” was carrying was a revolver and that he was about 
to fire a bullet at him, then in such circumstances if “A” 
picked up a piece of wood and struck “B” over the head, 
and so caused “B’’’s death, “A” would not be criminally 
responsible. 

But the MecNaughten rules did not admit morbid 
delusions as justification for a criminal act when the person 
so afflicted acted in revenge, or in redressing some 
imaginary injury or grievance, or in producing some 
imaginary public benefit. 

In the 110 years since these rules have been in operation 
they have been subjected to criticism from both legal and 
medical quarters. And yet, despite many special com- 
mittees containing the best brains of learned professions, 
not one has been able to formulate anything that can be 
accepted as superior to the McNaughten rules. 

It is true that learned societies like the British Medical 
Association and the Royal Medico-Psychological Association 
and a Royal Commission or two have made suggestions 
for improvement, but these have by no means been 
unanimously held. 

I think that we as psychiatrists should realize that the 
decision whether or not a man is criminally responsible 
is a matter for the jury and the jury alone. In these 
circumstances it is abundantly clear that the gentlemen 
of the jury are laymen, and that for the purpose of arriving 
at a decision some definite yardstick must be provided. 
Many lawyers and doctors are not entirely happy about 
the McNaughten rules, and yet most will admit that they 
work in actual practice. It would appear that in some 
trials there is a rather elastic interpretation by the courts 
so that justice is done and the defendant gets the benefit 
of any doubt. If this is the truth, then the rigid wording 
of the rules presents an unsatisfactory piece of legislation. 
But does the English language permit us to define in exact 
legal terminology just what are to be the degree and kind 
of mental illness which will meet all requirements? I think 
not. Consider the acutely depressed mother whose cognitive 
faculties are relatively unimpaired and who in the depths 
of despair murders her child and then attempts suicide. 

In many cases the patient knows the nature and quality 
of the act and that it was wrong. I think it has been 


decided definitely that the nature and quality of the act 
means only the physical thing without reference to any 
moral aspect. 

The meaning of the word “wrong” was settled by the 
Court of Criminal Appeal in 1916. 


Now we know that many acts are morally wrong but 
not necessarily legally wrong, and yet the final decision 
by the Court of Criminal Appeal in 1916 was in the moral 
sense. It says the accused is responsible if he was conscious 
that the act was one he ought not to do, and if that act 
was at the same time contrary to the law. Further, “wrong” 
means not by the standards of accused but by “the ordinary 
standards adopted by reasonable men”. 


I understand that in a more recent decision by the Court 
of Criminal Appeal the word “wrong” means contrary to 
law and nothing else. From the legal point of view and 
that of society generally it appears that there is a feeling 
that the plea of irresponsibility arising out of some slight 
mental aberration is too often raised, without any more 
justification than that no other line of defence is possible. 


If, then, the legal rules were relaxed,.more and more 
capricious pleas would be brought forward to the detriment 
of any law-abiding society. It is this fear which has led 
to the refusal, in England and in most of the Australian 
States, to acknowledge the so-called irresistible impulse 
as a ground for defence. 


From our own experiences we do know of behaviour 
which is without doubt irresistible to some psychotic 
patients. On the other hand, I would say that almost all 
of the mental hospital population who are capable of 
serious violence, can and do exercise the restraint which 
the law and society expect. 


My personal opinion is that we as psychiatrists are apt 
to say that the impulse was irresistible, when all our 
investigations do not justify anything more than that the 
impulse was not resisted owing to some diminished control. 


Some claim that the role of psychiatry is not only to 
treat the mentally sick person, but, like Atlas, to shoulder 
the mental health of the world with the object of bringing 
about what is described as “complete physical, mental and 
social well being’. Psychiatry, they say, should expand 
its horizons and after conferring perfect mental and social 
peace upon the individual and the community, it should 
then find no difficulty in making international tensions a 
thing of past history. 

While I am not one of those who consider psychiatry 
alone is going to make a sick society healthy, I think that 
its relation to criminal responsibility should be viewed 
from the over-all aspect of medical, social and economic 
problems which exist at the time. 


This concept is really beyond the ambit of the present 
paper, and as Sir David Henderson, Professor of Psychiatry 
in Edinburgh, says, if we do not consider the wider impli- 
cations of medico-legal problems, we merely dispose of and 
deal with a few “tigers” without influencing the tiger 
population as a whole. But I must leave this wider aspect 
of forensic medicine. 


At the risk of being platitudinous I point out that we all 
possess the instincts of aggression and of acquisition in 
varying amounts, and these must be harmonized. with the 
requirements of society as a whole. Where there is conflict 
the psychiatrist can help; at the same time there is 
a little too much emphasis on man’s rights to the exclusion 
of his responsibilities. ; 

In this discussion I have omitted all reference to the 
doctrine of psychic determinism as opposed to “freedom 
of will” as this would take us too far into the realm of 
metaphysical speculation. 


In the practical consideration of criminal responsibility 
I would remind you that we all have some psychopathology, 
that we all have conflicts and employ the mental mechan- 
isms of rationalization and projection; that all our actions 
are in part determined by our emotions. 

We said in the beginning that the-.legal concept of 
punishment considered it from the viewpoint of retribution, 
determent and reform. Perhaps in the ideal world the 
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whole emphasis would be on reform, but then we have not 
got the ideal world. 


Dealing with determent, Professor J. B. Cleland, whose 
father was superintendent at Parkside for many years, 
relates how a patient once put a specific question to 
Dr. Cleland: “What would happen to me if I murdered a 
man?” Dr. Cleland replied that he would say that he (the 
patient) was responsible for the act and therefore the 
usual punishment would follow. This patient did in fact 
escape and did subsequently fire revolver shots at a police- 
man in the local parklands. Nevertheless, the evidence 
later showed that this patient admitted that he did not 
attempt to hit the police officer because of what Dr. Cleland 
had told him. 


I do think that determent is a potent force in the pre-- 
vention of crime. Were it not so, I doubt whether my 
income tax would be quite so iniquitous as it is today. 


To illustrate another aspect of the legal machinery in 
cases of murder in which insanity is the defence, I wish 
to refer to the case of Ronald True. 

In 1922, in England, Ronald True was charged with the 
murder of a certain type of lady friend. At the trial 
evidence was produced that True had been for many years 
mentally abnormal, although there was no doubt that he 
was also a scoundrel. Five doctors stated that he was, at 
the time of the trial, certifiable, and no medical evidence 
was given in rebuttal of this. The Crown, however, took 
the view that True was fully responsible for his act and 
so fought the case on purely legal grounds. True was found 
guilty and sentenced to death. 

Before proceeding further, it is abundantly clear that 
the McNaughten rules had worked well up to this date, 
mainly because in cases in which there was some consider- 
able degree of mental disorder and yet not strictly within 
the rules the Crown had refrained from pressing legal 
technicalities. 

After the trial the case was submitted to the Court of 
Criminal Appeal, but without avail, for this high tribunal 
gave its decision according to the strict interpretation of 
the McNaughten rules. 

Now in England there is a statute, the Criminal Lunatics 
Act of 1884, which requires the Home Secretary to take 
action if it has been reported to him that a man condemned 
to death appears to be mentally disordered. In these 
circumstances the Home Secretary causes the prisoner to 
be examined by a panel of medical men and if they furnish 
a report that the prisoner is mentally disordered to a degree 
that he is certifiable for admission to a mental hospital, 
then the prisoner is reprieved and sent to Broadmoor 
Criminal Lunatic Asylum. True in fact was reprieved by 
the order of the Home Secretary. 

As in the McNaughten case there was a public outcry, 
in this case against the Home Secretary and the psychia- 
trists. Even reputable newspapers became hysterical in 
their leaders, while many letters claimed it was rule 
from Harley Street. What was the use, they said, of trial 
by jury, when its verdict that a man was not insane was 
set at naught by a couple of doctors? The course of law 
had been flouted and trial by jury was being superseded 
by a private inquiry by Harley Street. 


This is a clear example of the confusion arising out of 
the different meanings of the word “insanity”. The jury 
gives its verdict in the light of the word meaning respon- 
sible, or not responsible according to the accepted criteria 
laid down by’ the McNaughten rules. The doctors gave 
their opinion, in this particular instance, that the man 
was suffering from a degree of mental disorder sufficient 
to warrant certification. By being certifiable, we mean 
that the patient has some abnormal mental state and that 
he should be in a mental hospital for treatment with a 
view to cure or amelioration, or to protect the public from 
injury, or to protect the patient from self injury, or to 
provide care when he is incapable of caring for himself. 

Now this concept that a mentally disordered person shall 
not be executed has been in existence under the common 
law for some three hundred years. It applies to all cases, 
whether or not there was any mental disorder at the time 
of the crime or at the trial. 





If we look at a very serious matter in a somewhat lighter 
vein for a moment, the law in England may be paraphrased 
as follows. It says: “You have been sentenced by fair trial 
to be hanged for the crime you have committed. But now 
that you are mentally disordered the British sense of fair 
play just does not allow us to have you executed. We will, 
therefore, send you to a criminal lunatic asylum until 
such time as you recover your sanity, in which happy 
circumstance you will be taken back to prison and there 
hanged.” Needless to say, this theoretical interpretation 
of the law is never put into actual practice. Incidentally, 
there is no law in South Australia of like nature to that 
requiring a reprieve when the prisoner becomes mentally 
disordered, but the same action would be taken by a proper 
authority. 

Now I wish to refer to a final case. 


In England only a few months ago John Straffen was 
indicted for the murder of two little girls. At the trial 
he was found unfit to plead because of a severe degree 
of mental deficiency and so he was sent to Broadmoor. 
During a period of four hours while he was at large after 
escaping from Broadmoor he strangled another little girl. 

At the trial for this latter offence evidence was given 
that Straffen was feeble-minded, but he nevertheless was 
found legally responsible for his action and so received 
the maximum penalty. This case also was sent to the 
Court of Criminal Appeal, but again the appeal was dis- 
allowed. Subsequent medical examination by the order 
of the Home Secretary showed that Straffen was mentally 
disordered to a degree that he was certifiable and so he 
was reprieved. 

Surely such a remarkable series of legal actions highlight 
the present cumbersome nature of the laws relating to 
criminal responsibility when there is some considerable 
mental aberration. 

In actual practice there is no doubt that the present-day 
interpretation of the McNaughten rules is applied with 
justice, mercy and flexibility. As I have stated, many com- 
petent special committees and learned societies have sought, 
and in the main sought unsuccessfully, to find a better 
solution than the existing McNaughten rules. It would 
therefore be presumption on my part to offer an answer, 
but I would like to present one or two suggestions. 

The title of this paper “Guilty but Insane” is of course 
bad—because it is the loose shortening of the legal wording 
“the jury shall return a special verdict to the effect that 
the accused was guilty of the act or omission charged 
against him, but was insane at the time when he did the 
act or made the omission”. 


In South Australia the law refers to the defendant being 
acquitted and the jury shall be required to declare whether 
he was acquitted by them on the ground of insanity. 


Now it has been my lot to care for a number of persons 
who have been acquitted on the ground of insanity. In 
some of these cases the defendants have had the benefit 
of a small doubt as regards their mental states and after 
a while they have become a little arrogant, pointing out 
they have never been found guilty and therefore they 
should not be detained in a mental hospital or anywhere 
else. I would suggest that the finding of the jury should 
be to the effect that the defendant was guilty of the act 
charged, but found not responsible according to law. Some 
may argue that it is anomalous to find a man guilty when 
it has been found that he is irresponsible. However, I point 
out that quite a number of persons charged with capital 
offences are found grossly mentally disordered before trial 
and are certified without ever appearing in the court. 


There are, however, opponents to this practice on the 
ground that administrative action is taken in a matter 
which should be decided by the jury. Those who do stand 
their trials and are subsequently acquitted on the ground 
of irresponsibility are those whose mental disorder is in 
doubt. 

Another suggestion is for the jury to try the issue 
whether the accused did, in fact, commit the crime and 
leave it to some other authority to decide whether he 
was responsible. Such an authority might well be a judge 
aided by a panel of two or three psychiatrists. 
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However, I think this would be throwing too great a 
burden upon any judge and moreover we must never 
forget that the jury system has stood the test of time. 


Another suggestion that is worth considering is that of 
the “Briggs Law”, which has worked successfully in 
Massachusetts for some thirty years. 


Instead of waiting for the defending lawyer or the prison 
authority or the court itself to take haphazardly some 
action to ascertain the mental state of the defendant, the 
“Briggs Law” states that when a person has been indicted 
for certain specific offences there shall be a psychiatric 
examination by a panel of experts in mental disorders, 
whether or not the defendant appeared abnormal in any 
way. 

The experts then inform the court and counsel of the 
defendant’s mental condition and whether it is proper or 
wise to try him on a criminal charge. 


The experts are called by the court, not by the prosecutor 
or defending counsel, so that the feeling of bias, -which 
unfortunately may creep into trials, is eliminated. By this 
means some mentally disordered or mentally deficient 
persons are certified for admission to a mental hospital 
without subjection to a criminal trial. It also saves the 
State much expenditure of time and money. There are 
other advantages of this system, but again, should the 
function of the jury be handed over to a body of experts? 


Those in favour of it claim that it discards the common 
but fallacious assumption that while physical diseases 
require professional diagnosis, mental disease can be 
detected by any sensible man upon simple observation. 
Such a claim, in my opinion, is fallacious, for the function 
of the jury is to decide criminal responsibility according 
to a precise formula. 

As I see the whole question of criminal responsibility, 
the present criteria as set out in the McNaughten rules 
do place undue emphasis on the intellectualistic and 
moralistic point of view, and do not make sufficient pro- 
vision for the grossly disordered emotional states. And by 
this I do not mean that the defendant was in a raging 
temper, or that he was extremely jealous. 


If there could be something written into the present 
McNaughten rules to include the extremely morbid affective 
states, which is really what is now being done in actual 
legal practice, I am sure it would be better to leave the 
decision of criminal responsibility to the judge and jury. 


The final part of my thesis is that if the McNaughten 
rules are widened, then it may follow that the courts will 
interpret the new conditions with rigidity and inflexibility, 
to the detriment in some cases of the defendant. Thus 
there might be a miscarriage of mercy as well as a mis- 
carriage of justice. 


Our job as psychiatrists is to care for, and in many 
instances to cure, the mentally sick person irrespective of 
whether he has or has not committed some crime. At the 
same time we must give every assistance to the courts 
in the administration of justice and the preservation of 
a law-abiding society. 


The Medical Witness. 


It would appear that the medical practitioner is not 
regarded as the best of witnesses, and from my personal 
experience this opinion is not without some justification. 
It may be said that the law seeks answers in terms of 
black or white, sane or insane, responsible or not respon- 
sible, whereas the psychiatrist sees all the intermediate 
stages. 

By his training the lawyer is not satisfied with the 
ipse dixit of any witness, psychiatric or otherwise, and 
the medical man, perhaps more so in the past than now, 
is unaccustomed to having his opinions so freely questioned. 


We can but give our opinions after due consideration 
of all the information available and after thorough examina- 
tion of the patient, and it is proper that our opinions 
should be tested by counsel. However, I do feel that legal 
men, by minute dissection of these opinions, may overlook 
the fact that the whole is something more than the sum 
of its parts. 


Examiners for higher medical degrees know how easy 
it is to put questions which would fail the candidate, but 
the examiner does not take this as his objective. He simply 
wants to be satisfied that the candidate does in fact 
possess a sound general knowledge of his subject. It is 
obvious that the lawyer finds it easy to lay bare weaknesses 
in any medical opinion. 


Let us consider the “hypothetical question” put by the 
lawyer to the medical witness who is to give his opinion 
whether the accused knew what he was doing. 


Suppose six factors are given in this hypothetical 
question. For example, the accused sought and obtained 
the gun; obtained bullets from another place; loaded the 
gun; cocked it; aimed the gun at the deceased; and pulled 
the trigger. The medical witness might be cautious and 
say that before answering the question he would want to 
know. a lot more about the shooting and the accused. On 
the other hand he would be justified, in the absence of 
evidence to the contrary, in expressing an opinion that 
the accused did know what he was doing. 


Again the witness having been supplied, at his request, 
with twenty conditions in the hypothetical question, may 
then give his definite opinion. The lawyer may then delete 
one of the conditions and inquire of the witness’s opinion. 
And so on, more and more of the twenty conditions would 
be omitted. 


Take another example. 


I have spent most of today in the presence of our worthy 
past president. If I learn now that last night he had 
thrown the ink well at the night porter following a 
difference of opinion I would unhesitatingly say he knew 
what he was doing. Of course, I might be cautious and 
say, “Mr. Past President, what were you up to last night? 
Did you find the journey to Adelaide so arduous that you 
found need for stimulants?” 


We as witnesses should describe our findings in terms 
that can be clearly understood by the jury. 


You all know that classical example passed down from 
text-book to text-book, in which the recently qualified doctor 
stated that the plaintiff “was suffering from a severe con- 
tusion of the infraorbital integuments with marked extra- 
vasation of blood and ecchymosis of the surrounding 
cuticular tissues which were in a highly tumified state”. 
In lieu of this pedantic verbiage, I think even His Honour 
would welcome the descriptive statement that the “plaintiff 
had a bonzer black eye”. 


Psychiatrists are apt to complain that the law is rigid 
and that much emphasis is placed on long past precedent. 
Medicine, they say, is dynamic, and freely discards old 
concepts in the light of present day knowledge. This may 
be so, but how often have we seen new ideas in medicine 
hold the stage for a while and then fall into disuse. 


Psychiatry is unfortunate in having few yardsticks like 
the physical sciences, and even our terminology varies in 
its meaning from -individual to individual. 


Psychiatrists hold very divergent views as to responsi- 
bility. 

The Professor of Psychiatry at Edinburgh considers that 
all forms of mental disorder, melancholia, schizophrenia, 
paranoid states, general paralysis, senile dementia, epilepsy 
and many others should exonerate a person from a charge 
of criminal conduct. As the degree of mental infirmity 
varies from slight to profound, I disagree entirely with 
Professor Henderson’s bald statement. 


One of the journals recently reported that a reputable 
witness had stated that the defendant was suffering from 
an anxiety state, and was met with this from the bench: 
“One of those silly clichés—I suppose you mean the man 
was worried.” 

There have been times when we have merited some 
impatience by the court, but in so far as my own experi- 
ence is concerned, I have always been heard with tolerance, 
and certainly I have received every courtesy. Even that 
formidable gentleman the cross-examiner has always been 
fair in my experience. It is true that I have been led 
up the garden path by him, but this was only to show 
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that I had contradicted myself, that my knowledge of 
psychiatry was nil and that my evidence was valueless. 

However, to conclude my remarks, I would like to empha- 
size one principle that may be overlooked. Even though 
we are called as witnesses by the Crown or by the defence, 
our duty is to assist the court by virtue of our training 
and experience. We are neither for the Crown nor for 
the defence. 
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PSYCHIATRIC CONSULTATION IN SOCIAL 
CASEWORK.' 





By A. R. PHILLIPS, 
Melbourne. 


THE nature of individual psychotherapy imposes limi- 
tations on the number of people who can be _ helped 
effectively, and these are partly overcome when the psychia- 
trist is functioning in close cooperation with professional 
workers of other disciplines. The teamwork methods first 
developed in child guidance clinics have come into general 
use, and the resulting increase in diagnostic and therapeutic 
services to the community encourages the search for still 
wider applications of psychiatry. Popular lectures, broad- 
casts, articles and films are useful, but are essentially 
didactic rather than therapeutic in effect. If the aim is 
to use psychiatric knowledge and skill for the treatment 
of a larger number of people than psychiatrists can reach 
by their unaided efforts, that skill and knowledge must 
be professionally mediated, and psychiatrists must make 
use of various categories of ancillary workers to this end. 


But. these professions, operating in their own fields and 
not as psychiatric ancillaries, frequently need diagnostic 
help and advice and call in the psychiatrist in the role of 
consultant, while the continuing responsibility for the 
patient remains in their hands, since the presenting 
problem is neither medical nor psychiatric. 


The social worker, in particular, has developed a close 
association with the psychiatrist since her emergence from 
the role, first of a distributor of alms, then of a “friendly 
visitor’, to the status of a case worker consciously using 
the relationship developed between herself and her client 
for therapeutic purposes. 

During the last few decades, while psychiatry was being 
enriched by psychometric techniques, psychoanalysis and 
the study of the child and the family, social work and 
psychiatry have drawn close together. The social workers 
have not been slower than psychiatrists to appreciate the 
value of the measurement of human abilities, to recognize 
the importance of the family and of developmental factors 
in the formation of personality, to respect the irrational 
and unconscious determinants of behaviour—and to stop 
moralizing. Psychiatry has helped to transform social 
work, but the social workers gave psychiatry the child 
guidance clinic and the multidisciplinary approach. Social 
work is permeated with psychiatric theory. 


Since the end of the first world war psychiatrists have 
become used to working with psychiatric social workers, 
who usually function as ancillary workers in clinics and 
hospitals where the nature of their work is largely deter- 
mined by the structure of the organization and by the 
theoretical and practical inclinations of its chief. On the 
other hand, a social worker in a welfare agency does not 
experience either the limitations imposed by working under 
the direction of a psychiatrist or the guidance and tuition 
which are a compensation for relative lack of freedom and 
independence of action. Such agencies, however, are 
increasingly using psychiatric consultation in cases in 
which it is likely to aid the social worker in understanding 








1 Read at the annual meeting of the Australasian Association 
of Psychiatrists, Adelaide, November 27, 1952. 


her client’s inner conflicts, his instinctual drives and ego 
defences, and the dynamics of his disturbed relationships 
with members of his family and others. Moreover, the 
social worker may also need assistance in elucidating the 
relations between the client and herself, and using them 
constructively. 


The employment of psychiatrists as consultants in family 
case work agencies has come into increasing use in 
America and Britain during the last twenty years, and has 
made a beginning in Australia. The consultant is asked 
for diagnostic help and advice on management in particular 
cases selected by the social workers and presented at a 
group discussion regularly held as part of the agency’s 
work programme. The origin and growth of psychiatric 
group consultation in the Welfare Service of the Victorian 
Division of the Australian Red Cross Society will serve 
as an example. 


The Welfare Service consists of a group of social workers 
under a Director and a Case Supervisor, organized for 
the purpose of assisting with family welfare and rehabili- 
tation of sick and disabled ex-service men and women and 
former prisoners of war. The service was probably first 
conceived as a relief-giving agency, but inevitably developed 
in the direction of providing full case work services to 
deal with the many complex personal and family problems 
which presented themselves. The workers found themselves 
particularly concerned with the personality difficulties and 
failures in adjustment of a large residua! group of “chronic 
dependants” who manifested a need for more or less 
continuous material and psychological support even in a 
boom period of labour shortage. A survey of chronic depen- 
dency carried out in 1948 showed the need for care in 
dealing with the client’s demands, for example for financial 
assistance, and the necessity to get a clear picture and 
make a diagnosis as early as possible so as to plan casework 
efficiently and deal with the total problems of the client 
rather than seek easy solutions through a loan or grant. 
The new development was in line with the general trend 
away from the old relief-giving conception of social work 
towards discovering the client’s inner needs and strivings 
and dealing with them appropriately. 


The Director of the Welfare Service recommended that 
the help of a psychiatrist should be sought in dealing with 
these problems, stating the needs of the agency as follows: 

In dealing both with general and particular problems 
which arise,.it is necessary for social workers to under- 
stand something of the personal and emotional factors 
which are involved. While training in social casework 
aims to give this understanding and knowledge, we think 
that it would be increased by opportunity for consul- 
tation with a psychiatrist on casework problems. 

Work with the psychiatrist was commenced late in 1949, 
in the form of casework conferences held every second week 
for about two hours. All social workers on the staff of the 
Welfare Service attend the case discussions, one or two 
cases being presented at each session. The selection is 
entirely in the hands of the workers themselves, according 
to the need felt by them for help in any particular instance. 
The worker responsible for the case prepares a full report, 
stating the problem as she perceives it and specifying as 
far as she can the questions which she wants answered, and 
duplicated copies of this report or case paper are in the 
hands of all members of the group, including the psychia- 
trist, usually on the day before the conference. 


At the group discussion the worker presents her case 
in whatever way she thinks most effective—she is 
encouraged to make her presentation as graphic as possible 
and not merely read it off the case paper—and it is opened 
to discussion by all members of the group, encouraged by 
questions and suggestions from the psychiatrist. The 
growth of the group in understanding of personality 
dynamics, and their increasing skill in diagnosis and 
knowing what to look for behind the presenting problems, 
is one of the most encouraging results of the work, and 
is seen best by contrast with newly-joined members, who 
are apt to find themselves rather at a loss until they have 
been to'a number of sessions. 


The advent of a new member does not greatly slow down 
discussion, however, and the degree of repetition necessary, 
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evoked mainly by inviting the experienced hands to give 
their opinions, consolidates knowledge and contributes to 
the learning process. 


Although in a considerable proportion of the cases dis- 
cussed there is some degree of psychiatric disorder, the 
problem for this agency is one of social work and is not 
primarily psychiatric or psychotherapeutic; consequently 
treatment of the topic has been kept applied to the social 
worker’s field of operations: her client’s problems of 
reality, such as his economic difficulties and family and 
other interpersonal relations. Interpretation by the psychia- 
trist need not go further than is necessary to bring about 
sufficient understanding of the client’s instinctual drives, 
ego defences and symptom structures for the social worker 
to be enabled to help him to adjust himself to his diffi- 
culties. The practical aim of the consultation is kept in 
mind and unnecessary theorizing avoided. The social 
worker gains confidence when she finds that the formu- 
lations arrived at are understandable, capable of verification 
and successful in application. 

Subjects who require psychotherapy or other psychiatric 
treatment are directed to the care of psychiatrists. Because 
of the nature of the agency there are a good many of these, 
as the following table of diagnoses shows (Table I). 


TABLE I. 
Red Cross Welfare Service, 1949-1952. 





: : Number of 
Diagnosis. Cases. 





Schizophrenia— 
Simple schizophrenia 
Hebephrenia ‘ 
Paranoid schizophrenia 
Type unspecified. . + 
Schizoid personality } 
? Early schizophrenia 
Paranoia et cetera— 
Florid paranoia .. 
? Paranoia 
Paranoid personality (? paranoia) 
Neurasthenia 
Hysteria 
Psychosomatic disorder 
Personality disorder inradhepetiihe per- 
sonality, neurotic character et cetera). . 
Homosexuality and od asa 
General paresis 
Essential epilepsy .. . 
Post-infective cerebral damage 5% 
Post-traumatic cerebral damage 
Alcoholism 
Drug addiction (excluding alcohol) 
“Family situation — 
Unclassified 
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In 26 of the 56 cases the diagnosis corresponds with 
one already made by a psychiatrist. The others are pro- 
visional only, have no operative importance and have been 
recorded only in order to give an overall picture of the 
type of cases discussed. For the purposes of the social 
workers diagnosis does not consist in a nosological label, 
but in a formulation of the forces operating in and about 
their clients, on the basis of which a plan for social treat- 
ment can be made; and the object of the psychiatrist’s 
participation is to enlarge the workers’ understanding of 
the case under review by contributions from psychiatric 
theory and practice, and in doing so to advance their 
training and impart knowledge and techniques applicable 
to all their cases. 

After the opening discussion, the worker presenting the 
case reports progress to the group from time to time or 
consults the psychiatrist privately if she finds it necessary. 
This sometimes occurs when difficulties in relationships 
have arisen, perhaps involving transference and counter- 
transference, which the worker is not yet ready to discuss 
with the rest of the group. On the whole workers have 
been prepared to talk about their difficulties in front of 
their colleagues in a commendably candid way; but a 
review of the cases dealt with during the last three years 


shows that the more secure and confident workers have 
tended to present most of the cases, and the more reticent 
members of the group will need special attention and 
encouragement. 


The participation of the psychiatrist may be described 
as operating at three levels of discussion. The first arises 
out of the large number of cases which already carry a 
psychiatric diagnosis or in which a psychiatric disorder is 
recognizable or suspected. Social workers are given some 
lectures and demonstrations in psychiatry during their 
training; but these conferences are their first experience 
of teaching centred on cases presented by themselves, for 
which they are personally responsible. Some sessions, 
particularly in the earlier period, have been fairly didactic 
in tone so as to revise the workers’ knowledge of clinical 
psychiatry and bring it up to date. In this way we have 
covered most of the field of descriptive psychiatry as 
suitable cases came up for discussion. This tutorial aspect 
of the work is necessary, not only to improve workers’ 
basic knowledge of psychiatry, but as a preliminary to any 
attempt to impart psychopathology in a sound and realistic 
way. 


The next stage of discussion transcends the descriptive 
level and searches beyond the verbalized presenting com- 
plaint of the client to discover the instinctual drives and 
the hidden needs he is trying to satisfy. Unlike the psychia- 
trist, the social worker operating in a casework relation- 
ship is unable to fall back on physical methods of treatment. 
Even in the most elementary casework situation, such as a 
simple supportive relationship, she must have some under- 
standing of her client’s unconscious motivations and of the 
inner meaning of his relationships with members of his 
family and others, and must be able to form some idea of 
the strengths and weaknesses of his ego in order to know 
in which areas of functioning he needs support and in what 
situations he must be encouraged early to stand on his 
own feet. Also, the accepting, permissive attitude of the 
social worker and her protective and supportive function 
as the dispenser of material relief all favour positive 
transference, and she must understand this relationship 
in order to avoid its dangers and use it when. necessary 
to the advantage of the client. 


In order to make a diagnostic formulation at this level, 
the case worker has to learn to see a little beyond the 
signs and symptoms she has learned about in her under- 
graduate excursions into psychiatry. She begins to evaluate 
affect, ideation and motor behaviour as derivatives. of 
instinct, and to look far back along the life story for 
further information: and evidence of early instinctual 
disturbances. This is a matter of observation only, from 
information obtained by means of the social history, and 
deep material is not disturbed in the course of her work 
in the field of environmental treatment and ego adjustment. 
As a social worker her task is to work with her client’s 
ego, and she should be able to form some idea of its 
strength, its narcissism, its ability for relationships with 
people and things, and the strengths and weaknesses of 
these relationships and their connexion with antecedent 
events. 

By means of the psychiatrically led discussions, the 
social worker’s experience with psychotics and psycho- 
neurotics becomes clarified and gains in meaning, so that 
she becomes increasingly aware of the structure of 
character and its components, such as infantile residues 
and reaction formations. Familiarity with the florid mani- 
festations of personality disorder makes her alert to 
similarities in the character structure of less grossly dis- 
turbed people. Through their own cases and the conferences 
on the cases of the other workers, all the members of the 
group become acquainted with defensive mechanisms and 
symptom formation, and so are better able to come to grips 
with the deeper distress often hidden behind the stated 
needs of their clients. 

The third level reached in the group consultations is 
the most personal one, where the workers examine the 
relationships existing between themselves and their clients 
and are encouraged to cope with the problems of trans- 
ference and counter-transference. 
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The staff members of this agency are aiming at being 
better social workers, not at becoming psychotherapists, 
so they neither foster transference unduly nor attempt to 
analyse it; but they well know that the relationship 
between client and worker is apt to be something more than 
the simple friendly contact it was conceived to be a 
generation ago. 


When transference occurs, they know that it is based on 
an old pattern of emotional attachment and dependency and 
are prepared to use it constructively. Problems of trans- 
ference soon began to appear in our case conferences, and 
have been discussed in the group. The next step, the 
recognition and examination of counter-transference in its 
positive and negative manifestations, followed naturally. 
On occasion, one or other member has preferred to discuss 
her transference problems privately; but the group situa- 
tion impresses me as being favourable to the ventilation 
of counter-transference feelings, and has properties in some 
respects superior to the conventional situation operating 
in psychiatric clinics, where the social worker has a 
different and more hierarchical type of relationship to the 
psychiatrist. The group at case conferences of this type 
has quite a different structure from that of a psychiatric 
clinic. 

Of the three levels into which I have divided the working 
of psychiatric consultation—namely, descriptive psychiatry, 
dynamic psychiatry and the elucidation of the relations 
between client and social worker—it is the last which has 
the most significance in the present phase of the evolution 
of social casework, the boundaries of which are not yet 
clearly defined. However, in the earlier stages of work 
with a group whose members are relatively untrained in 
psychiatry and psychopathology, there is a great deal that 
can be done in teaching those comparatively straight- 
forward and transmissible subjects. This applies especially 
in agencies where new recruits are constantly presenting 
themselves for what might be regarded as post-graduate 
training in psychiatry as applied to social work. 


The type of casework which has been discussed has not 
gone beyond the categories of social therapy and so-called 
supportive therapy. Where it approaches psychotherapy in 
that use is made of transference, it is unanalysed trans- 
ference, and there is no danger of the work’s being con- 
fused with psychoanalysis or becoming wild analysis. 
Psychotherapy, as the term is usually understood, has not 
been attempted by the workers in this agency, who are 
not trained for those more advanced procedures which have 
been used elsewhere under the names of “insight therapy”, 
“experiential therapy” et cetera. 

The value of psychiatric discussion in this setting has 
been in the elucidation of relations between client and 
social worker, in the study of the dynamics underlying 
clinical manifestations and in the extension of the social 
workers’ knowledge of descriptive psychiatry by teaching 
in small seminars from cases brought by the social workers 
themselves, for which they continued to accept respon- 
sibility. The psychiatrist has confined himself to the role 
of consultant. 


Psychiatrie consultation in social casework agencies is 
a potentially valuable extension of psychiatric influence. 
To social workers not otherwise in close touch with 
psychiatrists through working in clinics or hospitals, it is 
a valuable help in special cases and a means of training, 
and it closes the last wide gap between psychiatry and 
social work. 
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ANTHROPOLOGY AND PSYCHOLOGY. 


By H. K. Fry, 
Adelaide. 





THE scope of anthropology embraces the study of man 
ancient and modern, his environments, and his inventions 
which include his arts and crafts, his languages, his beliefs, 
customs and institutions. This wide field involves all the 
sciences, but the objective of the anthropologist is to 
obtain and marshal data in order to establish lines of 
evolution and variation and to seek probable reasons for 
these. The attempt to understand the mental processes 
which have determined the results of man’s efforts to 
regulate his affairs and to control his environment make 


psychology one of the most fascinating, though most 
elusive, studies in the realm of anthropology. 
The aboriginal Australian peoples not only have 


anatomical features suggestive of those of paleolithic man, 
but also are living representatives of a human society in 
a stone-age culture. They can therefore be expected to 
provide source material concerning primitive human traits, 
and under this assumption data concerning them will be 
drawn upon extensively in this paper. 


As a preliminary to purely psychological discussions it 
is pertinent to inquire whether the aboriginal brain exhibits 
any fundamental differences from the brain of a civilized 
race. The answer appears to be in the negative. Aboriginal 
brains have been studied by several anatomists, the latest 
and most comprehensive being that by Shellshear (1937), 
who compared 44 aboriginal hemispheres with 100 Chinese 
brains. Brains of both races show foldings of the occipital 
cortex which are often considered to be primitive and ape- 
like. These foldings occur more frequently in Australian 
than in Chinese brains. The cortical areas of the aboriginal 
brains in general appear less developed than the most 
developed Chinese brains, but there is no clearly defined 
difference in regard to either folding or cortical develop- 
ment. Shellshear also insists that the retention of a 
primitive trait does not necessarily imply lowliness and 
quotes Elliot Smith’s opinion that it is often a sign of 
strength. The ‘average weight of the aboriginal brain is 
below that of the European. Emil Dubois (1933), who has 
demonstrated the correlation of brain weight to muscular 
development, considered that the encephalization of the 
Australian aboriginal is the same as that of the European 
if allowance is made for his inferior muscular development. 
He explained the large cranial capacity of Neanderthal 
man on the evidences of his heavy muscularity. Inci- 
dentally, folding in the occipital cortex is found in Poly- 
nesian, Eskimo, Arican Negro and Bushman brains. 

I have carried out tests of the sensori-motor equipment 
and perceptions of the Central Australian aborigines during 
various expeditions organized by the Board for Anthro- 
pological Research of the University of Adelaide (Fry, 
1935). 

Strength of grip, of back, and of legs were all found to be 
well below European norms, thereby supporting the basis 
for the opinion of Dubois mentioned above. 

Standard tests for motor dexterity and speed of reaction 
time gave very poor results, which must be discounted 
entirely in view of the natives’ remarkable agility in 
dodging and throwing weapons, and the excellence of his 
technique in fashioning articles of wood and stone with 
primitive tools. 

Tests of acuity of vision, smell, hearing and touch have 
shown no gross deviation from European standards. There 
was an exception in a series of tests for acuity of vision 
carried out with native children at Hermannsberg with 
both a Snellen E and Guillery spots when the native chil- 
dren gave correct answers at twice the distance achieved 
by the best white control. I have been unable to confirm 
these resuits with native children on other expeditions. 





1Read at the annual meeting of the Australasian Association 
of Psychiatrists, Adelaide, November 27, 1952. 
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Many of the older natives have defective vision but are 
still adept at tracking and spotting game. 

Testing acuity of smell gave an interesting example of 
suggestibility. All the bush natives said that they smelt 


camphor in the bottle of pure water used as a control. 


No colour blind person has been discovered in testing 
some hundreds of natives with Stilling or Ishihara colour 
plates. Some natives gave correct matching of Holmgren 
wools, although as their names for colour are limited they 
often had difficulty in deciding whether a colour matched 
or not. Some men and most of the women matched the 
colours by the last one picked rather than against the 
test skein and so worked them all in. A woman interpreter 
rolled on the ground laughing at her companions’ mistakes, 
but did exactly the same when tested herself. 


One interesting finding was that the rubber-like sole 
of the aboriginal is more sensitive to touch than the sole 
of the foot of a European person. 

Aboriginal men and women are more tolerant of pain 
than are Europeans. Pain was tested quantitatively by 
pressing the thumb on a point, squeezing the nail of the 
index finger against a standard surface, and- applying 
test-tubes filled with water at varying temperatures to 
the outside of the upper arm. 

With regard to spatial perception the aboriginal is 
subject to the Miiller-Lyer illusion and similar illusions 
to the same degree as the European. He recognizes 
pictures of natural objects in what a lay person would 
eall a good drawing, but recognizes the effects of perspec- 
tive on relative size only if he has had experience of the 
white man’s pictures. Only two of thirty men recognized 
meaning in these pictures. They read meaning in their 
own highly conventionalized paintings. 


It was found extremely difficult to make an aboriginal 
who could not speak English understand what was required 
of him to make simple judgements of comparison. When 
asked to pick the heavier of two weighted pill boxes, 
almost all persisted in picking the one on the right or the 
one on the left. None who could not count could arrange 
spotted cards or plaques bearing upright matches in a 
consecutive series. After much coaching a number were 
able to pick the big and the little mob when the cards 
or plaques were presented in pairs. Once started, their 
judgements were good. This result is in keeping with the 
aboriginal stockman’s ability to notice at once if one of 
a big mob of cattle is missing. 

Attempts to estimate the intelligence of the aboriginal 
have not been very profitable. I gave some scholastic tests 
to the school children at Hermannsberg, but neither these 
nor any other published results of scholastic ability have 
so far been significant. The nomadic habits and general 
background of the aboriginal family impose too many 
handicaps on the school child to make his examination 
results in any way comparable with those of white children. 
Only when the families of full-blooded aboriginal children 
are living well-adapted lives in our community and the 
children are attending normal schools can one expect to 
obtain comparable results with standard intelligence tests 
and with estimates of scholastic ability. Tests with form 
boards and party games are subject to the same disadvan- 
tages. The Porteous maze has proved the most successful 
of the performance tests. Porteous himself (1931) obtained 
results representing an average I.Q. of 0-80. I have experi- 
enced similar results, but the scatter is wide, ranging 
from nil to 100% success. At Yuendumu last year eleven 
boys scored results which represented an average I.Q. 
of 1-3, and four girls an average of 0:9. One boy about 
seven years of age achieved an I.Q. of 2-0 with this test. 


The findings of other observers, Rivers in Torres Straits, 
Piddington in Western Australia, and Porteous in Central 
and Western Australia, have been in general agreement 
with those already discussed. Porteous (1931), however, 
from the results he obtained with tests for rote memory 
has stated (pages 307-308): 

I am forced to conclude that the possibilities in the 
way of assimilating white education ... are exceedingly 
remote. For such a fundamental disability there is no 
aid that training can supply. For a parallel condition 


in Our Own race we should be forced to go to feeble- 
minded levels of performance. Yet to the question as 


to whether the Australian aboriginal race is to be con- 
sidered feebleminded, this whole book provides, I hope, 


an emphatic negative. The Australians do, however, in 
respect to rote memory provide an unmistakable example 
of divergent evolution. 

Porteous gives many instances of remarkable feats of 
memory displayed by aborigines in their daily life. When 
Woollard and Pulleine (1930) organized a party game of 
memorizing articles displayed on a tray, the aboriginal 
children scored well and a member of the university party 
achieved the lowest score. Porteous holds that all these 
are examples of mediate, or associated memory, and that 
rote memory concerns unrelated material only. He tested 
rote memory by the standard digit test, by xylophone, by 
photographs of footprints, and with aboriginal names of 
towns unknown to his test subjects. 

I am convinced that the deduction Professor Porteous 
has made is no more true than if the conclusion was drawn 
from the results of standard tests for motor dexterity that 
the natives are slow and clumsy. I have certainly con- 
firmed that the aborigines give a poor performance when 
dermatoglyphs of footprints and monochromatic ink blots 
are used as test objects. Yet it seems to me to be the 
“unnaturalness” of all the rote memory tests which is the 
basis for the aborigines’ failure to succeed. On the other 
hand, for the white child, who is well acquainted with 
multiplication tables and juggling with figures, and with 
the vagaries of spelling, pictures and puzzles, tests of 
rote memory have a definite “naturalness”. As a case in 
point, an aboriginal boy eleven years of age could repeat 
only four syllables in English in reply to my dictation, 
though he spoke English well, yet he repeated twenty-one 
syllables dictated by an Aranda-speaking teacher. I claim 
support for my contention from Bartlett (1932), who states 
in a discussion of rote memory (page 264): 

It is largely to this that we must look for an explanation 


of the reputation for excessively accurate and detailed 
memory which the more or less primitive group often 


possesses. 

When carrying out the tests discussed I was impressed 
by the dependence of relative success upon the relative 
interest displayed by the individuals tested. This experience 
has led me to support the opinion that ability to take 
interest is the Spearman G factor in intelligence. The 
natives’ emotions are easily aroused and diverted, tending 
to the all-or-none principle of Rivers. Most were quickly 
bored or annoyed by what were to them the vain repetitions 
of the tests. 

Interesting examples of what Bastian called the uniform 
disposition of the human mind are world-wide symbolisms 
which the aboriginal shares with other races, for example, 
of the snake with water and the rainbow, of fire with 
sexuality, the use of phallic emblems in religious rites, 
and employing the symbolism of rebirth from the male 
in initiating neophytes to sacred mysteries. Australian 
mythology, like that of other nations, abounds in stories 
of the cannibal parent and the conflict of father and son, 
the latter often represented by dual heroes. 

Last year at Yuendumu I subjected six males about 
seven, eleven, twelve, fifteen, sixteen and thirty-five, and 
two females about thirteen and eighteen years of age, to 
the Rorschach test. Form responses were given freely, 
small detail predominating. Colour responses were very 
few. Only one response in the whole series suggested 
movement, that of a dog. The man of thirty-five discovered 
an anus in almost every picture. The results conform to 
the aborigines’ matter-of-fact attitude. 

Both the behaviourist and the analytical schools of 
psychology place great emphasis on the significance of the 
experiences of infancy and childhood in character develop- 
ment. Margaret Mead’s classical studies of Samoan and 
Melanesian societies give paramount importance to the 
mother’s habits of suckling and handling her infant. 
Contrasting the relative importance of nature or nurture, 
she found among the Manus people, where adoption of 
infants is common, that the adopted children exhibited 
the character traits of their foster parents just as much 
as did the latter’s own children. 
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Features of Aboriginal Life. 

As the methods of experimental psychology have not been 
of much positive value, let us now turn to a brief descrip- 
tion of the features of aboriginal life to try to gain some 
insight into primitive mental characteristics. 


The aboriginal mother is generous and unstinting in 
feeding her infant. She nurses it fondly. Weaning is not 
forced, the breast is often given occasionally to a child 
up to four or five years of age. An infant given an object 
does not put it in its mouth as a European child does. 
The infant is cradled in a wooden dish lined with soft 
bark. The bark is changed when soiled, and bark is also 
used for toilet purposes. The cradle is carried on the 
mother’s hip or head as she walks about. Later the baby 
is carried on the mother’s shoulders clutching her hair, 
or straddlewise on her hip or back. Young children accom- 
pany their mothers in food collecting expeditions and learn 
to detect and collect small animals, grubs, honey and 
vegetable foods. Fathers are usually kindly to their 
children, who are seldom punished. Both parents teach them 
non-sacred legends. Almost as soon as they can walk the 
children begin to join the play groups of older children, 
who wander about pelting each other with grass or tecoma 
spears or pieces of bark, sliding, climbing, swimming, and 
so on. They have few inhibitions, even adult men and 
women will urinate standing amongst a group. A youngster 
may often be seen unconcernedly flicking his penis. A 
certain amount of sex play goes on, but is not obvious. 
Girls play cats-cradles and a game in which pieces of bark 
representing a family are stuck in the ground and moved 
about to the accompaniment of a crooning story told by 
the player. The action in most of the games I have seen 
appears to be concerned chiefly with the husband beating 
the wife. Towards puberty the girls in some tribes are 
subjected to introcision and ritual defloration, but for 
the most part slip quickly and unostentatiously into 
married life. The boys contrastingly undergo severe ordeals 
with prolonged ceremonies and seclusion from the women. 
They then spend many years attending ceremonies and 
hunting to provide food for the old men who are instructing 
them. A young man is about twenty-five years of age 
before he is able to take a wife. As he grows older in some 
societies he goes through successive age-grading ceremonies, 
but in any case if he shows his merit he learns more and 
more of ceremonial lore and practice until he receives 
recognition as one of the grand old men. He may be born 
in a country which we might consider to be a desert waste, 
yet in his songs he will sing how he trembles with joy 
when after an absence he returns to his own country. 


Every man and woman is considered to be the embodi- 
ment of a germ of life left behind by a mythical ancestor 
of the dream time, or to be the living representative of 
the ancestor himself. These ancestors created all the 
features of the country, and being partly human partly 
of some natural species each of them also left the germs 
of life of some natural species of plant or animal life. 
Every man and woman is therefore of one flesh with some 
natural species. The initiated man is responsible for 
carrying out traditional ceremonies to produce the increase 
and well-being of his “brother” species. This is the insti- 
tution of totemism. Every man and woman has a sacred 
emblem representing himself and his totem ancestor. These 
emblems are known to us best under the Aranda term 
tjuringa. These emblems are kept in sacred storehouses 
and brought out only for use in ceremonies for increase 
or initiation, when they are handled with great reverence. 


Women are not permitted to see these emblems, nor 
even to approach the sacred storehouses on pain of death. 
When I was carrying out psychological tests on bush 
natives only the young women seemed able to comprehend 
anything of what was required, the older women seemed 
to be completely dumb. This experience appeared to con- 
firm the impression shared by many observers that 
aboriginal woman is battered into a man-dominated non- 
entity. It is therefore refreshing to have had recently the 
experienced testimony of Miss Kaberry (1939) that woman 
in aboriginal, as in other, societies maintains and expresses 
her personality effectively; she does not accept the role 
of an outcast in being excluded from the sacred ceremonies 





of the men, of which Miss Kaberry warns that one must 
“avoid the mistake attaching a disproportionate importance 
to particular rites designed to meet the difficulties of one 
sex”. She also makes the piquant remark: “The women, 
so far as I could judge from their comments, remained 
regrettably profane in their attitude towards the men.” 


Extraordinarily vivid mental imagery and its confusion 
with waking experience is an important element in abori- 
ginal life. Women in Central Australia may see a man 
throw a stick at them, and feel it go right into their belly; 
they then know they are pregnant (Roheim, 1933; Fry, 
1933). More dramatic are the stories told by medicine-men 
of their experiences in initiation to and practice of their 
art. The most extravagant are those recorded by Lloyd 
Warner (1937) in which the narrator describes with lurid 
and minute detail how he thrust his arm into his victim’s 
body, drew blood from the heart, returned the protruding 
bowel by sprinkling green ants on it, healed the wound, 
cut his victim in half several times on her way back to 
camp, after which she lived a normal life for a few days, 
then sickened and died. Another instance (Fry, 1933) 
was where a native refused to drink from a water hole 
saying it stank and there was a dead man in it. A man 
had been murdered many miles away but he was the 
representative of the spirit ancestor of that water hole. 
These are instances of what Levy-Bruhl has called the 
mystical prelogical mental processes of primitive peoples. 

This quality of primitive mentality is undoubtedly related 
in some degree to primitive language. Plato suggested and 
modern psychologists of the behaviourist school teach that 
thought is a form of internal speech. I have a profound 
respect for philologists because they have brought a sense 
of humour into their science. It was observed that the 
words of the ancient Sanskrit language supplied root 
syllables which were represented in all the Indo-European 
languages. The deduction therefore was that the speech 
of primitive man must have been relatively monosyllabic, 
and that languages developed by agglutination of these root 
syllables. One theory was that man’s first words originated 
as imitations of natural noises. This was dubbed the 
“bow-wow” theory. Another proposition was that the first 
words were ejaculations. This was called the “tut-tut” 
theory. Max Muller thought that man made his earliest 
remarks in accordance with some inner harmony between 
the affair of the moment and the mental processes asso- 
ciated with the vocalization which resulted. This became 
known as the “ding-dong” theory. Paget worked out by 
personal experiments that in forming words the gesticu- 
lations of the tongue and the lips were appropriate to the 
significance of the word spoken. This was the “ta-ta” 
theory. It is now generally recognized that primitive 
languages are composed of numerous words for the same 
person or thing under different situations. Such words are 
polysyllabic “portmanteau” or holophrastic words. Miss 
Ruth Griffiths recently explained that a baby today has 
to babble a word before it is adopted in something like 
its real form. So probably early speech was a babble of 
sounds and the logical function of the human mind has 
gradually reduced these primitive vocalizations to simpler 
words conforming to the more or less regular grammatical 
rules of known languages both primitive and advanced. 
Moreover, grammatical forms are at first very complex and 
are simplified as languages become more advanced. It is 
only when language has developed analytical qualities that 
it is possible to form concepts which can be precisely 
defined and subjected to the syllogistic logic of critical 
reasoning. The aboriginal language does not provide the 
instrumentalities for such reasoning, but has advanced to 
the stage Of complicated grammaticai forms. Before leaving 
this subject it is of interest to note the opinion of Hobhouse 
(1906) that it is only when mankind has advanced to the 
theological conception of monotheism that there first arises 
a clear distinction between the natural and the super- 
natural. 


Psychoanalysis and the Aboriginal. 

The following psychoanalytical interpretations of abori- 
ginal character development have been culled from the 
writings of Roheim, who studied the aborigines in the 
field. By virtue of his indulgent mother the aboriginal is 
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an oral optimist, the sort of person who will find someone 
to give him what he wants. He is not an anal character, 
he is little troubled by dirt, flies, time or thought for the 
morrow. His tendency to give freely is not only due to the 
absence of anal traits, but has also possibly some element 
of compulsion based on urethral function. Repression and 
introjection of the Gdipus complex in childhood are slight 
and are quickly followed by projection to form the world 
of demons, therefore the children do not play animal games 
like white children do. There is immediate withdrawal of 
direct genital libido from the parent to playmates. There 
is no latent period. His self-esteem is based on a healthy 
narcissism, which is also expressed in his belief in his 
existence as two selves, his real self and a hidden self 
which also protects him. The reintrojection of his demon 
world occurs only after initiation when the anthropo- 
phagous and phallic demons of his childhood are changed 
into protecting ancestors. Primitive society is an object- 
erotic organization, civilized society an anal-sadistic one. 
Mankind is originally at peace with itself and projects 
what it condemns into the world of spirits. Conversely 
the conception of divine goodness necessitates the endo- 
psychic recognition of human wickedness. 


One of the very knotty problems in anthropology is to 
find an adequate explanation for the beliefs, customs and 
institutions of human societies. The latter half of last 
century was considered by historians of the time to be the 
culmination of the age of reason, and rationalistic theories 
were the order of the day. Motherhood being a matter of 
fact and fatherhood conjectural or even unrecognized on 
a conceptual basis, mother-right was considered to have 
been prior to father-right in the evolution of society. 
Simple logical association of ideas was advanced as an 
explanation of magic. Early man was supposed to have 
made a reasoned deduction of a world animated and 
activated by spirits from the evidence of his dreams, 
phantasms, and shadow. Customs suggesting physical 
violence at weddngs were thought to be relics of a cave-man 
age when every man captured his woman and fought off 
her kinsfolk. Totems were considered to have originated 
as nick-names for persons whose appearance or conduct 
resembled that of some animal. 


There is some element of truth in such explanations, 
but cold logic is not the basic factor in human thought and 
action, primitive or civilized. We of this century with the 
experience thrice repeated of the effects of world-wide 
mass-indoctrinated hatreds have seen a sad interruption 
in the age of reason. 


Wundt began the movement towards a more realistic 
approach to anthropological psychology. Crawley pointed 
out that sex is invested with a feeling of danger and that 
marriage customs have been motivated by the desire to 
avert the imminent dangers which are being incurred. 
R. R. Marett developed the idea that magic is not a 
mechanical procedure but the calling into action of a power 
principle, mana, which is at the same time both compelling 
and dangerous. Our word “sacred” has these same impli- 
cations. In the meantime Spencer and Gillen had published 
their description of Central Australian peoples, and the 
nature and importance of totemism was beginning to be 
realized. Durckheim thereupon propounded his hypothesis 
that essential human characteristics of thought originated 
in sacred assemblies. As he conceived that something 
originated from circumstances for which it was itself the 
primal cause, he does not seem to have contributed any 
real help in solving the problem. 


Freud’s dynamic system of psychology has brought an 
element of real understanding of normal human affairs 
as well as those of the abnormal. Abraham (1913) and 
Rank (1914) in 1909 correlated mythology with the dream 
mechanisms discovered by Freud. Freud himself entered 
the field of anthropology in 1913 with his papers which 
were published later in book form under the title of 
“Totem and Taboo”. Freud’s approach to these subjects 
was based solely on his personal experience as a psychia- 
trist and on the literature available to him. 

Freud was well acquainted with the vagaries of com- 
pulsion neuroses. These he considered could well be 
described as taboo diseases. The obsessional prohibitions 


in these maladies show no obvious reasonable motivation, 
but are due to the enforcement of some inner impulse 
which becomes diverted to escape blocking, and the pro- 
hibition spreads likewise. The symptoms of these neuroses 
are acts of compromise representing both expiation and 
recompense, which tend to represent more and more nearly 
the forbidden act. Guilt complexes are the cause of the 
obsessional neuroses and these guilt complexes are often 
due to ambivalence. The most interesting anthropological 
instance of such mechanisms is in regard to funeral rites. 
Primitive peoples do not recognize death from natural 
causes except in the case of infants, the aged and women- 
folk. Even though death may be due to obvious accidents 
such as a fall from a tree, drowning, or a crocodile, it is 
considered that the real cause of the tragedy has been 
the malevolent volition of some living person. The primi- 
tive person senses that the person most likely to have 
such a wish is a near relative or friend. He is right in 
this because human emotions are ambivalent, and the 
closer the ties of affection the greater are the resentments 
which are subtly engendered by the irksomeness of any 
ties on individual freedom. Close relatives and friends 
are therefore likely to have had the greatest latent hostility 
to the deceased, and therefore are the persons most likely 
to have killed him. Close relatives and friends therefore 
must give public evidence by the vehemence of their 
mourning that they are really sorry for the death of their 
dear one, and could not have been the culprits responsible 
for his death. Primitive funeral rites must accordingly 
incorporate procedures of divination to disclose the guilty 
person. “As it was not us, it must be some else.” Down 
in the Coorong the men carrying the body were sensitive 
to any tendency for the corpse to be aligned in any definite 
direction; where platform burial was practised in Australia 
stones were arranged under the platform and such stones 
as received the drippings from the corpse indicated the 
guilty person; in Central Australia the practice is to 
smooth the ground round the grave and any subsequent 
tracks of insects give a clue to where the murderer lives. 
An avenging party is then sent out to kill the murderer. 


Incest and eating the totem are psychological equivalents 
and equally abhorrent to the pwimitive mind. These sub- 
jects are part of the totem complex to be discussed later. 


Taboos on chieftainship in lands other than Australia, 
notably Polynesia, are another example of ambivalence of 
sentiment. The fortunate person is exalted but his life is 
made as miserable as possible by a multitude of irksome 
prohibitions. As a witty Frenchman has remarked: “We 
can forgive our friends everything but success.” 


Taboos on property and foods have a symbolic signifi- 
cance. Many have the overt result of maintaining the 
prerogatives of the privileged members of the community. 


Taboos in relation to pregnancy, childbirth, fishing and 
hunting, are chiefly examples of sympathetic magic involv- 
ing association of ideas; for example, of knots or obstruc- 
tions with difficulty of birth or non-success. These probably 
originated at the conscious level, or close to it, and became 
hardened into convictions by general assent. But behind 
has lurked the same motivation of ambivalence which 
makes scandalizing our friends such a popular pastime. 


Magic and taboo are closely interlinked. The very idea 
of infringement of taboo is fraught with a sense of inevit- 
able and dire calamity just as. are the phobias of an 
obsessional neurosis. 

Freud was the first clearly to enunciate that the power 
behind magic is wish-fulfilment, the power which Marett 
emphasized under the Polynesian term of mana. Freud 
detected that the feeling of power behind the wish-fulfilment 
of magic is the assumption of the omnipotence of thought. 
Freud (1919) considered that this over-estimation of 
psychic acts among primitives and neurotics can be inter- 
preted as an essential part of narcissism. Narcissism is a 
fixation of libido on the Ego, so Freud concluded that 
among primitive people thinking is highly sexualized and 
that this accounts for the belief in the, omnipotence of 
thought. Will anyone who has ever said “Touch wood” 
please take note. 








rT - 2. he oS Se LS 


i nn oP oe ee eee ee ee ee ee eee 


SoM ama Act fo 


Rrtns © 0 Set 


Z2@OS&durens = 








Aprit 18, 1953 


THE MEDICAL JOURNAL OF AUSTRALIA 


547 





Totemism has every appearance of having been and being 
a fundamental entity in the establishment and develop- 
ment of human societies. It appears to have been the basis 
on which the conception of kinship has extended to weld 
groups without blood relationship together into integrated 
communities. Family groups of the same totem, though 
without traceable blood relationship, are accepted as close 
kin, and under the rules of totemism with exogamy all 
known persons in the world of primitive man are knit 
together in a network of kinship. In Australia if a stranger 
appeared and could not establish some link of kinship he 
was killed, being an unknown quantity and therefore 
dangerous. Totemic designs appear to have been the 
earliest form of pictorial art. Totemic ritual is the most 
primitive form of religious observance which we know, 
and curiously analogous symbolisms appear in the rituals 
of the religions of more civilized peoples. 

Darwin and Atkinson both conceived that the primordial 
human societies were patriarchal hordes in which the 
dominant male possessed all the females, and the young 
males were killed or driven out of the horde by him when 
they approached maturity. Freud formulated his suggestion 
of the origin of totemism on the same assumption. The 
primal horde was pre-totemic. As the child of today 
projects his hostility against the father in the symbolism 
of some monster, so did the sons in the primal horde, and 
with more cause to do so. One day, with lust to possess 
the women of the horde, the sons banded together, slew 
and ate the father. Their hate having been expended 
against him, ambivalent feelings of affection arose and 
caused remorse for their crime, and in subsequent 
obedience they denied themselves the women of their 
horde. The band of brothers so became the first exogamous 
totem clan identified with the father-monster. Freud 
recognized that psychic realities need not be actual occur- 
rences, but reasoned that: “In the beginning was the 
deed.” The memory of this primal tragedy, he considered, 
has remained in the human mind ever since and deter- 
mined the subsequent stages of development through 
totemism to the ritual of higher religions in the form of 
sacrifice of the gods. 

Reik (1915) developed the hypothesis to explain initia- 
tion ceremonies. He suggested that the brothers feared a 
repetition of the primal tragedy on themselves by their 
sons or were subconsciously aware of the unconscious 
impulses latent in their children; identified themselves 
with the father who appeared in their ceremonies as the 
monster grandfather; sublimated their hate by symbolically 
castrating their sons, then ambivalently freed them from 
incest fixation on the mother. This they accomplished by 
cancelling the cause of the fixation, namely birth from the 
mother, by an initiation rite of birth from the father, 
that is, from the totem monster. The mutual sympathy 
established between the age groups revealed the uncon- 
scious homosexual impulse. 

Roheim applied these hypotheses to the interpretation 
of a mass of recorded information concerning Australian 
totemism in a book of that name. Subsequently he visited 
Central Australia and Melanesia and studied these societies 
personally. Roheim (1932) set himself the task of finding 
a latent wish-fulfilment formula for each type of social 
organization just as an analyst reduces a dream or a 
neurosis to such a formula. 

Roheim diagnosed the specific symptom in Central Aus- 
tralian psychology as that of a boy overlain by his mother 
in her sleeping posture. The boy, he eonsidered, might 
have responded to this danger situation by a deformation of 
character, introjecting the mother and developing female 
character traits. Actually the men show an exaggerated 
maleness. This they achieve at the cost of suffering the 
superabundant symptom formation of subincision through 
the psychological mechanism of conversion hysteria, and 
so escape the dangers of character perversion. Roheim’s 
interpretation continues as follows: The fathers have 
added a vagina to their penes, they offer the boy a vaginal 
father as a safeguard against and a substitute for the 
phallic mother of their infancy. The rite of subincision 
was introduced in the Pitjentara tribe by the kangaroo 
ancestor and the ceremony is called by them ngallunga 
which means: “We two are friends.” During the initiation 


of the sons the fathers dramatize and sublimate their hate 
in the circumcision rite as a symbolic castration, after 
which comes the ngallunga rite with its significance of: 
“Now you are like I am.” The initiate is then received 
into the self-sufficient homosexual society of adult men, 
a society in which symbolic coitus forms the pattern of the 
rituals of their ceremonies from which all women are 
excluded. Roheim emphasizes the contrast between non- 
sacred ceremonies, with women present and followed by 
heterosexual licence, and sacred ceremonies with women 
excluded and characterized by the symbolism of homo- 
sexual intercourse. 

Roheim originally accepted the Freudian hypothesis of 
the primal deed and its phylogenetic survival in human 
memory. In a later work, “The Riddle of the Sphinx” 
(page 282), he revised this opinion. Modifying Atkinson’s 
suggestion that the change from the primal horde to human 
society was the result of the mothers’ love protecting their 
children from the sire, Roheim postulated that the mothers’ 
love inhibited the development of the children and exposed 
them even more to the traumata of the primal scene. The 
Freudian drama recognizes only the father and the band 
of brothers, and the idea that the great change occurs in 
the minds of these adult brothers. This, Roheim states, 
contradicts experience, as real changes occur only in the 
minds of children. Therefore the child, who was the 
observer, was the all-important third person in the drama. 
The repression of their infantile experience was the begin- 
ning of the unconscious and of the super-ego, which 
demands both “Thou shall be like the father” (identifica- 
tion) and “Thou shalt not be like the father” (incest 
taboo), and so produced the neurosis that is humanity. 

In his latest book, “The Eternal Ones of the Dream”, 
Roheim has elaborated an entirely new analysis. The 
primal anxiety situation is now considered to be the 
separation of the child from the mother. In the myths 
the dual heroes are no longer the representatives of the 
victorious band of brothers but those of the duality of 
mother and child. The plot of the myth is interpreted as 
the transformation of the duality of mother and child into 
the phallic duality of father and son. As the foreskin after 
circumcision is usually put in a tree or buried in the 
ground, both of which are mother symbols, circumcision 
symbolizes the separation of the child from the mother, 
and at the same time the child (foreskin) is reintroduced 
into the mother (page 68). Separation is again repeated 
when during subincision the penis is split into two halves 
(page 79). The totemic sacrament is now the infant at 
the mother’s breast (page 226). 

Particularly in his later books Roheim has stressed 
repeatedly the importance of the phallic symbol, the 
tjuringa, bearing as a characteristic feature the female 
symbol of a circular ornamentation. Many tjuringa do not 
bear this mark, but the interpretation of the circular orna- 
mentation is an interesting problem. Mr. Theo Strehlow, 
who is the most capable person of any to answer this 
question, has informed me that when the circle represents 
a totemic centre from which a totemic ancestor arose out 
of the ground, it has a female significance, so also has 
the ceremonial ground painting representing such a centre. 
Otherwise the circle may represent a locality, pure and 
simple. 

I owe Dr. Roheim an apology in this regard as I once 
(1933) doubted the correctness of his use of the word 
knanakala with the meaning of “to come forth’. My doubt 
was in error. Knanakala is analogous to Spencer’s term 
oknanikilla. 

In this brief summary of the published results of the 
application of the psycho-analytical method to Australian 
anthropological data I have attempted to outline the main 
trends and conclusions of the interpretations. The task of 
attempting to evaluate these is even more formidable. 

Freud’s general theses concerning taboo and magic 
appear to ring true, being conformable to a solid basis 
of psychiatric and anthropological experience. Whether one 
agrees or not with some of his minor observations is 
immaterial to the main principles which he has established. 

Freud’s suppositions on the origin of totemism involve 
the following assumptions: (a@) a primal patriarchal horde 
of pre-human savagery; (b) an incident of parricide in one 
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such horde which was epoch-making in that the sons of 
the horde achieved a moral victory over their passions 
and thereby founded the human race; (c) the memory of 
the primal tragedy which persisted in the minds of the 
descendants of the band of brothers as a racial memory 
or “engram” and thereby influenced the development of 
the religious ideas of all mankind. 

With regard to the first assumption, the claim that 
mother-right preceded father-right in the evolution of 
human societies has received considerable support, as has 
been mentioned previously. The evidence is, however, that 
in almost all existing societies where mother-right prevails 
the real power is exercised not by the mother but by the 
mother’s brother. Ernest Jones (1925) has added the 
psychoanalytical argument that mother-right is a later 
development in human societies whereby the (dipus 
complex is mitigated. Mother-right deflects the hatred of 
the growing boy from the father. The’father of loving 
care and tender companionship remains, while the hostility 
engendered by discipline and authority is transferred to 
the mother’s brother. 

Freud’s first assumption is justifiable. 

Freud’s second assumption makes heavy demands on 
credulity. He did, however, postulate a much more satis- 
factory hypothesis although he rejected it for reasons 
which to an anthropologist are unsound. He stated (pages 
264-265): 

Only psychic realities and not actual ones are at the 
basis of the neurotic sense of guilt. ... May it not be 
that the case was somewhat the same with primitive 
man? We are justified in ascribing to them an extra- 
ordinary over-valuation of their psychic acts as a partial 
manifestation of their narcissistic organization. Accord- 
ing to this the mere impulses of hostility towards the 
father and the wish phantasy to kill and devour him 
may have sufficed to bring about the moral reaction 
which has created totem and taboo. 

Freud also made the important observation (page 262): 

No generation is capable of concealing its more impor- 
tant psychic processes from the next. For psychoanalysis 
has taught us that in his unconscious psychic activity 
every person possesses an apparatus which enables him 
to interpret the reactions of others ... to straighten out 
the distortions which the other person has affected in 
the expression of his feelings. 

(Incidentally, one can find in this statement a psycho- 
analytical justification of the system of trial by jury.) 


My personal opinion therefore is that it is necessary to 
scrap Freud’s assumption of one primal tragedy as the 
first cause of human existence, but that the implications 
of the Freudian drama are true. The dual sexual triads 


mother 


of mae son have existed since prehuman days. 
daughter . 

Attention has been drawn to the manner in which the 
logical functions of the human mind have reduced the 
incoherent multiplicity of holophrastic words to the more 
or less orderly grammatical systems of all known languages. 
These same functions in conjunction with the psycho- 
logical mechanisms of projection, condensation and identi- 
fication could be expected to have reduced varying expres- 
sions of the multitudinous repetitions of the (dipus 
situation in the various primitive societies to the coherence 
of the systems which we now call totemic. 

Such an hypothesis renders unnecessary Freud’s third 
assumption which is unacceptable unless one believes in 
Lamarckism. 

Roheim in my opinion has rendered a great service 
to anthropology in giving for the first time an explanation 
of the psychological mechanisms underlying the rite of 
subincision. His explanation brings this rite into the 
class of social phenomena which Margaret Mead has 
described as “womb-envying patterns” under which the 
phallic-proud male finds compensation for his non-partici- 
pation in the obviously inferior female’s magically powerful 
prerogatives of menstruation and childbirth and her ability 
to suckle her child which creates such deep-seated and 
lingering attachment to her. That “might is right” is even 
more true in primitive than in advanced societies. Yet 


the weakling woman can render the strong man helpless 
with desire and subdue his phallus. It is important to 
emphasize that the aboriginal native has psychological 
tensions which are resolved satisfactorily by the symptom- 
conversion of subincision. This is proved by the fact that, 
terrible though it is, the practice of the rite has spread 
during historic times. Subincision has also the positive 
advantage of making the penis available as a source of 
blood for ceremonial purposes. Such blood is psychologically 
more significant, and therefore more powerful magically 
than blood drawn from the arm veins. It has more realistic 
symbolic associations with menstrual blood. Roheim’s 
linking of the significance of this rite with what he calls 
“the specific symptom of Central Australian psychology” is 
based on slender evidence and does not appear necessary. 
There are other adequate causes for the basic anxiety 
tension, and the fantasy of the phallic mother is not 
confined to Australia. But Roheim’s interpretation of the 
rite in terms of the psychological mechanisms of conversion 
hysteria is enlightening. We know that an hysterical 
symptom complex is based on the patient’s conception, 
derived from personal experience or from information, of 
the disability exhibited. For example, the symptoms and 
signs of an hysterical paralysis or hemiplegia do not 
conform exactly to those of an organic lesion, and diagnosis 
is usually possible in consequence. The symptomatology 
of subincision, if analogous to conversion hysteria, should 
therefore be based on some experience of the same nature 
as the symptom complex in question. Hypospadias, with 
or without hermaphroditism, would supply such an experi- 
ence. Congenital abnormalities of this type do occur among 
the aborigines. Basedow (1927) observed three such cases. 
I met two in Bathurst Island in 1913. One was recorded 
by the Adelaide University Anthropological Expedition to 
Cockatoo Creek in 1931. Roheim’s interpretation therefore 
has this support. 

The interpretation of circumcision as a symbolic cas- 
tration appears to be justified. It is noteworthy that even 
in our society boys and adolescents run to initiation 
practices, which are always sadistic and frequently tend 
to become centred on the ano-genital regions. 

Although circumcision (with subincision) is practised by 
the matrilineal Arabana and Dieri tribes and in Melanesia, 
the initiation rites of most of the matrilineal tribes of 
Australia were based on other symbols of castration such 
as tooth avulsion, ligature of the arms, amputation of a 
finger joint, scarification and epilation. Symbolism of 
rebirth was probably represented in the round ceremonial 
ground identified with the womb and by smoking the 
initiates. Tooth avulsion may also represent the symbolism 
of birth, as may again the delivery of the glans in the 
process of circumcision. 

Initiation as a “rite de passage” has a deep significance 
in that the initiate is henceforth separated from his mother 
and received into the association of adult men. There is 
therefore reasonable ground for Roheim’s interpretation 
that cutting off the foreskin is symbolic of this separation. 
Otherwise Roheim’s latest analysis does not convince me. 
No evidence is submitted that the myths of the woman 
and the initiated boy in eternal conjunction in the Milky 
Way, upon which the analysis is based, have a wide dis- 
tribution. His interpretation of the symbolism of the 
waninga does not take into account the varieties of form 
which this ceremonial emblem assumes. 

The Australian aborigines for the most part eke out 
a bare subsistence; lack of food and water is common, 
and calamities of drought or flood are frequent. Anxiety 
situations demanding control of the elements and of food 
supplies are abundantly present. As Seligman states 
(1932): “Dramatization of an act symbolising the per- 
formance of a desire, or avoidance of or escape from some- 
thing repulsive brings a great sense of relief, confidence, 
and security.” This is a satisfactory psychological explana- 
tion of totemic increase rites. That the rites should 
incorporate the symbolism of sexuality is to be expected 
as the association of such symbolism with fertility and 
good luck is world-wide. 

The fact that the Australian aboriginal in his natural 
environment does find an adequate solution. for his anxiety 
situations, is indicated by his freedom from high blood 
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The implication of a psychological attitude which is 
foreign to aborigines elsewhere so far as I know is made 
in Lloyd Warner’s classical work “A Black Civilization” 
(1937). Warner refers many times to the menstrual blood 
of a totemic woman ancestor “profaning” or “defiling” a 
water hole and of the women being “ritually unclean”. 
He supports these statements by a native translation of the 
word djo-ak as “unclean” and mentions the application of 
the term to initiates in a flying-fox (death symbol) 
ceremony, to persons exposed to the sweat of a dead baby, 
and to menstruating women. The usual significance of 
menstrual blood to the aboriginal is that it is magically 
compelling but dangerous. Warner himself gives this 
interpretation (page 278) when an informant states that 
ceremonial blood drawn from the arm veins of the men is 
“all the same as the blood that came from that old woman’s 
vagina. It is not the blood of those men any more because 
it has been sung over and made strong”. Miss Kaberry 
(1939) very definitely denies that there is any idea in 
north-western Australia that a menstruating woman is 
unclean. The blood would cause men to sicken; therefore 
she avoids activities where men are involved. If she 
should wish to harm a man she might deliberately touch 
his belongings while she is menstruating. It would appear 
that Warner’s opinion concerning this small matter needs 
confirmation. 

Another attribution of ideas otherwise foreign to the 
aborigines is made in Berndt’s recent book “Kunapipi”. 
The totem woman ancestor in question is considered to 
be a fertility goddess. The term goddess implies that the 
supernatural being referred to is worshipped. Frazer has 
pointed out that the one universal negative attribute of a 
totem is the absence of worship. Warner’s discussion of 
the Gunabibi ceremony (1937) shows its close association 
with the diffusion of the rite of subincision. On general 
principles the implication is that the “Old Woman” 
ceremony, to which Berndt refers, is the ceremony and 
rite of subincision diffusing into and becoming incorporated 
with local mythology and ceremonial in various parts of 
northern Australia. This probability will need to be dis- 
proved by critical inquiry and more proof established 
that this woman totemic ancestor had. entirely new attri- 
butes before the novel conception of a fertility goddess 
can be ascribed to the Australian aboriginal. 


Conclusion. 


This short paper has been an attempt to show the impor- 
tance of psychology to anthropology. The discussions have 
disclosed the twin difficulties in the application of psycho- 
logical interpretation, over-simplification on the one hand 
and over-elaboration or over-sophistication on the other. 
Attempts to reduce a culture to a single formula cannot be 
expected to be successful. The moulding influences, both 
personal and environmental, in any culture are too many 
to be reduced tidily to one factor without distortion of 
data. On the other hand, it is very difficult for the 
observer not to read into the information he obtains some 
elements of his own way of thinking, but foreign to that 
of his informant. 

The alternative proposition of the value of anthropology 
to psychology can be answered definitely in the affirmative. 
Anthropological data can and have supplied both proto- 
types and controls for originating and cross-checking 
psychological theories. The difficulties which beset anthro- 
pological psychology are more obvious than those of the 
more esoteric forms of psychological and psychiatric inves- 
tigation and can therefore serve as a reminder of the need 
for such investigations to be given especially critical 
consideration in order to maintain these subjects on a 
scientific footing. 
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EDUCATION IN PSYCHIATRY.' 


By DonaLp F. BUCKLE, 
Melbourne. 


Ir may seem pedantic to commence a paper that has 
such an apparently simple title with definitions, yet in this 
case it is most necessary. It is because of turbidity in the 
use of both the concepts of our title that confusion and 
prejudice decide the practical issues of how, how much, 
where and when. 

Teaching is but one of the determinants in education. 
Learning requires motivation, perception of realistic goals, 
experience—both active and passive, reading, and some- 
times teaching. The educator’s function is to help in all 
these aspects; he may increase already existent positive 
motivation by inspirational teaching and example; he may 
clarify the goals of his students; he may provide facilities 
for experience by his administrative arrangements; he 
may set an example in practice; he may suggest reading; 
he may teach by lecture or by discussion, using didactic 
methods of exposition; he may summarize, clarify, or 
criticize his own or another’s material; he may critically 
examine the student’s expositions or correct the faults in 
the student’s practice. The student should learn by all 
these methods and perhaps by others. How to strike the 
best balance between practice, didactic teaching and dis- 
cussion, is one of the main problems confronting the 
medical educator. I will return to this point later after 
examination of the particular content of psychiatry. 


Psychiatry is an indefinable field. If one takes a wide 
view of mental disorder one can see evidences of it in 
all parts of our society; social conflict, from war to family 
discord, may be seen as evidence of psychiatric disorder in 
the persons concerned. Taking even the simplest and most 
charitable view of the causes of war, there is always 
someone—usually an opponent—who wants war for some 
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reason of pathological aggressiveness. His psychology is 
essentially no different in quality from the aggressiveness 
of the problem child or the wife-beater. If the angry child 
is a psychiatric case, so is the warmonger. True, the one 
is treated by individual or family methods and the other 
by social, political or military action, but to exclude the 
latter from the province of psychiatry is merely to define 
psychiatric problems as those treatable by individual 
methods. Anyone is, of course, entitled to define psychiatry 
in this limited way if he can clearly delineate his field, 
but I do not think he can. All psychiatric “cases” present 
both individual and social aspects; all psychiatric treat- 
ments involve both individual and social changes; there is 
no dividing line to be made on theoretical principles. 
Theoretically psychiatry and sociology merge inextricably. 


Practically, however, psychiatry may be defined as the 
collection of knowledges and acts of _ psychiatrists. 
Psychiatry is what psychiatrists do. Psychiatrists are 
medical specialists; they do certain things in accordance 
with traditions, ethics, and principles common to all the 
medical profession; they do the things they can do and are 
constrained by their own education, which is largely 
developed by their teachers and bounded to a great extent 
by them. To define psychiatry in this practical way may 
make our practical decisions about what to _ teach 
moderately easy, but it raises the awkward question of 
whether this is enough. If psychiatry is to advance, as of 
course it will, whither should it advance? The teachers in 
our profession not only have to prepare the ground for 
better products within the established field, but need to 
consider where and how much new ground must be cleared. 


At present there are at least three advancing fronts 
—into general medicine, into the practice of members of 
related professions, and into general community problems. 
I propose to deal only with the first of these advances, 
regarding the second as a merely subsidiary problem 
because usually the members of related professions are 
working with or under the direction of psychiatrists, and 
regarding the third front as a special problem demanding 
more extensive consideration than can be given here. 


What follows, then, will focus attention on the more 
limited field of psychiatry—what psychiatrists do as 
medical specialists. 


Undergraduate Education. 


Psychiatry is taught in medical courses to under- 
graduates. The practice in British and Australian medical 
schools does not vary greatly. Usually there are some 
desultory lectures in general psychology, too few to supply 
any useful knowledge, and with too little pressure or 
inspiration to motivate the student satisfactorily. Usually 
there are a few case demonstrations of psychotics and 
psychoneurotics, too often presented didactically with no 
student participation and consequently no student respon- 
sibility, and some exposition of forensic problems. This 
sorry state of affairs seems to be the result of a fixed 
idea that psychiatry is an odd specialty, and that if 
students have an idea of the kind of things with which 
a psychiatrist deals, then they can later refer patients to 
the psychiatrist when the patients resemble those whom 
they have seen. This is little more than.a polite recog- 
nition of the psychiatrist as a specialist colleague.. 


That psychiatric disorders, defined quite narrowly, occur 
in about one-third to one-half of the patients met in 
general practice seems to be either successfully repressed 
or disbelieved, or both, by those responsible for the curri- 
cula of medical schools. That most patients with serious, 
or potentially serious, physical disorders have personal 
emotional problems as a consequence is a fact too rarely 
mentioned by clinical teachers other than psychiatrists; 
when this fact is recognized it is often assumed, on no 
grounds at all, that the good sense of the physician, or the 
reassurance of friends, or time, will remedy the emotional 
|. as 


It is, I think, quite reasonable to relegate the special 
training of the professional psychiatrist to a post-graduate 
course, but in my opinion undergraduate training should 
do at least the following: (i) Provide a clear picture of the 


extent—the numerical extent—of professional psychiatry. 
(ii) Provide a clear picture of the kinds of things a 
psychiatrist can do. (iii) Provide a clear picture of the 
kinds of patients who should be referred to a psychiatrist, 
and when necessary, the principles of differential diagnosis 
in the conditions concerned. (iv) Provide a: basis for the 
differential diagnosis between psychogenic and physiogenic 
somatic—or apparently somatic—illness. (v) Provide a 
deep understanding of the effect of illness on the emotional 
adjustment of patients, and an understanding of the possi- 
bilities and limitations of therapy of such disturbances. 
(vi) Provide a knowledge of common family, work, and 
sex maladjustments and the limitations of therapy. (vii) 
Provide .a knowledge of common patterns of development 
of children and their emotional disturbances. (viii) Pro- 
vide an introduction to the study of “psychosomatic” 
medicine. (ix) Provide an introduction to the principles 
of psychotherapy. (x) Provide an introduction to the 
principles of “mental” or emotional hygiene. 


To do these things there is need to commence teaching 
in the preclinical years in the elementary principles of 
sociology, general psychology, child development, and the 
relevant parts of physiology. There is need for instruction 
and practice in observation and interviewing, need to build 
on this foundation in the clinical years by the participation 
of the student in the investigation and handling of common 
problems presented by patients of all types, but especially 
children, psychoneurotics, surgical patients, and _ those 
with chronic severe illness. 


Such a programme could be covered in the time con- 
templated by the Goodenough Committee (1944); its 
subject matter is not dissimilar to numerous authoritative 
and informed proposals from England, Australia and the 
United States (Dicks, 1950; Walshe, 1944; Sinclair, 1950; 
G.A.P. Report, 1948; Brosin, 1947; Ebaugh and Rymer, 
1942). 


Post-Graduate Education. 


Post-graduate education in psychiatry presents a more 
favourable picture. The expected training for the Edin- 
burgh and Conjoint Board diplomas in psychological medi- 
cine includes about three years’ prerequisites, requiring 
full-time experience in approved hospitals and clinics 
covering psychiatry, child psychiatry, neurology and 
psychology. Prescribed prerequisites in London, Melbourne 
and Sydney fall short of this, but there are indications 
that universities are tending towards the higher standard. 
At Durham University (1952) the required experience is 
two years, but attendance at specified courses is prescribed 
and a number of case histories must be submitted for 
approval. Examinations usually cover psychology, neuro- 
anatomy and_ neurophysiology, general physiology, 
neurology and psychiatry; in Edinburgh genetics, statistics, 
social medicine and general medicine may be included. 


The most important gap in all these programmes is in 
the field of psychotherapy; no training is suggested, 
although a theoretical knowledge of the principles would 
be required for the written examination. Further, there is 
no examination in practical work other than the clinical 
diagnostic type of examination familiar to medical 
graduates. Practice in psychiatry demands a high degree 
of skill in handling rapport; this skill derives from the 
personality of the psychiatrist, particularly in the mani- 
festations of transference. Possession of this skill cannot 
be demonstrated in a short examination session. One of 
the commonest situations met with in psychiatric practice 
involves the management of the ambivalent attitudes of 
hysterics, so that the patient’s resistance to his relinquish- 
ing his neurosis will not become manifest by his leaving 
the psychiatrist. The picture of the hysterical patient 
who goes from one doctor to another is familiar to all 
medical practitioners; too often it is the lack of technical 
ability in the doctor which allows the patient to escape 
from charge. To examine this ability in the potential 
psychiatrist requires controlled therapeutic practice on his 
part, and can only be assessed by including, as part of his 
“D.P.M.” examination requirement, an assessment from 
his clinical supervisor during his peried of compulsory 
attendance at a clinic. 
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In Australia there is a clear need for teaching in 
psychiatry, for practice controlled and criticized in 
approved teaching hospitals and clinics. Universities should 
“approve” hospitals or clinics only when they give evidence 
of their actually teaching by more than just example, when 
a senior psychiatrist is available and willing to devote time 
to this duty. 


A newly developing method of controlling and teaching 
practical work is the group discussion. Typically this 
consists of a-small group of several (up to eight or so) 
students and the psychiatrist; the students open up 
material for discussion by the group, leading into a 
discussion of the interpersonal relationships involved. This 
method aims not only to understand the behaviour and 
feelings of the patients under discussion, but also to 
understand the attitudes and feelings of the students 
towards them. An unfavourable persistent attitude on the 
part of the student may prevent his successful management 
of patients. Such group discussions may evolve into situa- 
tions similar to those of group psychotherapy, utilizing the 
relationships in the group itself for a wider and deeper 
interpretation of the behaviour of each student. In my 
own experience of such teaching groups I have deliberately 
refrained from applying the techniques of group psycho- 
therapy, but the method clearly has possibilities (Levine, 
1947). This method of group teaching has been used with 
social workers, speech therapists, medical students, and 
psychology students. It is not only valuable in that it 
can help the practical worker (Phillips, 1952), but it can 
be used as a planned teaching device to cover the whole 
field of personal adjustments, from normal through to 
various abnormal types. 


Problems in Planning. 


In planning courses in psychiatry, we must decide on 
our policy with regard to general principles. Some of the 
problems requiring decision, about which there has been 
disagreement, follow. 


1. How much preclinical psychiatry should be taught? 
Just as chemistry is basic to physiology, pathology and 
therapeutics, so psychology is basic to the study of human 
behaviour, psychopathology and psychiatry. This assertion 
seems so obvious that it would not need repeating if it 
were not that some medical authorities are in disagree- 
ment. The point has been elaborated frequently (for 
example, Sinclair, 1950; Ebaugh and Rymer, 1942); to 
teach even elementary psychiatry or the elements of human 
personality reaction to illness without a basis of normal 
psychology is analogous to the teaching of elementary 
medicine and surgery which is given to ambulance workers. 
The standard of diagnosis and treatment of psychiatric 
disorders provided by medical practitioners generally is 
comparable with the kind of ability shown by medical 
orderlies during the recent war—occasionally in a familiar 
type of case a diagnosis can be made and treatment by 
rule of thumb instituted. Too often, even practising 
psychiatrists are bewildered by the apparent complexity 
of the material before them and turn to social workers 
and psychologists, not for consultation or information 
about social or psychological factors in the case, but for 
psychiatric advice. All these weaknesses are directly due, 
in my opinion, to lack of basic learning, which could 
provide a framework from which to study the most com- 
plex or unusual case. 


2. How much psychology should be given in an under- 
graduate medical course? The question has already been 
discussed earlier in this paper. One can point out that 
there is a considerable body of opinion in favour of one 
or more years of study in Arts as a desirable prerequisite 
for a medical course. 


3. How much psychiatry should be given in an under- 
graduate medical course? The answer to this question 


should largely depend on an assessment of the importance 
of psychiatry in general practice. Is psychiatry just a queer 
specialty, or do many patients suffer from psychoneurotic 
symptoms? If 10% of the community suffer from disabling 
psychoneurotic symptoms (Smith and Culpin, 1930; Fraser, 
1947; Cobb, 1943; Witmer, 1947), who is to treat them and 
This tremendous 


what are the principles of prevention? 





burden is being carried by school teachers, social workers, 
and the patients’ families with negligible help from the 
medical profession, many of whom just do not know what 
to do when these patients arrive in their surgeries. Psycho- 
neurosis will never be eradicated, or even substantially 
minimized, by the medical profession alone, but there are 
medical issues involved and most conditions can be diag- 
nosed only by medical examination. As a profession we 
are doing little about it. 


4. There are two technical problems in teaching—the 
balance between theory and practice in didactic teaching 
and the amount of apprenticeship teaching desirable. There 
are indications of trends towards more basic theory in 
medical courses (Abbie, 1951) and towards more appren- 
ticeships (Dicks, 1950; Rubbo and Gladwell, 1952; Wright, 
1952) with less “armchair” teaching of what is essentially 
clinical material. These principles apply to psychiatric 
teaching just as relevantly as they do to other fields of 
medicine. 


Development and Resistance to Education 
in Psychiatry. 

How are we, as psychiatrists, to implement our ideas? 
To talk as I am doing today is merely to beat a drum. 
Experience shows that mere words do little to prove the 
case or to win the support of the rest of the profession. 
We cannot give what is not wanted; we must create the 
need for more psychiatric learning by mobilizing com- 
munity interest and by raising the prestige of psychiatry. 
If its social and medical importance is really as I have 
described it, how can this be demonstrated? There is a 
fear of psychiatry and a consequent resistance to its 
advance in the.mental attitudes of the community, including 
its medical members. This can be approached thera- 
peutically by attacking those fears directly. Education and 
reassurance do much to counteract the resistances, as had 
been shown by community responses to such films as “Out 
of True” and “Angry Boy”. 

The popularity of psychiatry within the medical pro- 
fession of the United States has increased remarkably in 
recent years. It is now a common practice to have teaching 
sessions conducted by a physician or surgeon and a psychia- 
trist conjointly. In some medical schools graduating 
students compete to be accepted for psychiatric training 
so that psychiatry is recruiting the best material offering. 
How this change was brought about would be an interesting 
subject for a psycho-social research investigation, and 
practical points might emerge from such a research which 
would be of value to those of us who would advocate a 
social change of this kind. 

To become respectable, psychiatrists must ‘deliver the 
goods”. Psychiatrists are often justly accused by their 
colleagues of incompetence. This incompetence, where it 
occurs, is often due to rushed conditions of work—typical 
of general hospital out-patient clinics—or to inadequate 
training of the psychiatrist. Our Association is doing much 
to remedy the latter fault by insistance on post-graduate 
qualification for membershp and by endeavouring to provide 
better training facilities. The Association in Victoria has 
conducted a month’s full-time course for junior psychia- 
trists and proposes to conduct a weekly seminar throughout 
the year. Our members have always invited attendance 
of other medical practitioners at their clinics, and have 
individually encouraged all available young graduates who 
wished to specialize. And the goods we deliver to the 
community as a whole are, by and large, inadequate. We 
provide mental hospitals for the insane but virtually 
nothing for the early or mild psychotic; our Education 
Department in Victoria has no psychiatrist, there is no 
psychiatric service for preschool children and _ their 
families and none for the child deprived of vision or 
hearing or the use of his limbs; our service to the mentally 
defective touches only the fringe of the subject and does 
not pretend to cope with the numbers of backward children 
in the community; our services to delinquency and the 
courts generally are embryonic. It is no wonder that the 
community as a whole thinks little that is favourable to 
psychiatrists—psychiatrists talk, sometimes sense but often 
nonsense, and do little to meet the real and 
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extensive needs of those working with children, with the 
chronically disordered, or with the borderline patient. 
There is no training course available in Australia for 
psychiatric social workers, and no systematic post-graduate 
course for the clinical psychologist. Until we are seen 
by the community as helpful and technically competent, 
we cannot hope for the community support that is so 
vitally necessary for the production of public funds for 
further educational facilities. 


What of the cost of psychiatric disorder? Fifty thousand 
disabled persons in Australia at the one time is a loss 
to the national income of £50,000,000 per year. There are 
28,000 patients actually in mental hospitals at any one 
time. If a psychiatrist saves only one of these patients 
from chronic illness he has, in terms of community value, 
paid for his education. If a psychiatrist prevents one 
arsonist from burning down a building he has saved the 
community thousands of pounds in one stroke. The cost 
of the training of a psychiatrist is absurdly small in com- 
parison with the monetary value of his therapy. The 
community cannot afford to carry the backward state of 
psychiatry that exists at present, and a small investment 
would pay astronomical dividends. 


The Australian Association of Psychiatrists. 


The Australian Association of Psychiatrists is the only 
body that can take the lead in the field; it needs a written 
policy, and written programmes and recommendations; it 
has one in respect of curricula for post-graduate teaching 
that is agreed to by its members in principle. Members 
should act in concert and present a front of common opinion 
to the universities and the medical profession. To extend 
even this post-graduate programme, research is necessary, 
and a survey of facilities for teaching in Australia is a 
primary part of the fact gathering which we are required 
to do. 


We need to help the community, to show the people what 
we can do, and through this to create respect for our 
views so that public pressure can implement our ideas. 
Much valuable help in how to do this effectively would 
emerge from a good social research into the United States 
change referred to above. 


Conclusion. 


In a nutshell, then, my submissions are: We can discuss 
curricula and teaching methods and, I expect, agree on 
them, but we cannot hope to gain reforms in teaching 
—and experience has shown this—without the support of 
the community, and through community pressure we may 
obtain the active collaboration of governments, of univer- 
sities, and of our own medical colleagues. 
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AN AMGEBIC SURVEY OF AUSTRALIAN 
SOLDIERS DURING THE SECOND 
WORLD WAR. 





By H. O. LANCASTER, 


School of Public Health and Tropical Medicine, 
University of Sydney. 





In 1943, as pathologist to a military hospital on the 
lines of communication from New Guinea, I was able 
to carry out a survey of the intestinal protozoa and hel- 
minths of practically all admissions. The results of the 
helminth survey have already been published by Lowe 
and Lancaster (1944a and Bb) and Lowe (1944). Malaria 
at this time was the predominant cause of admission to 
hospital, but of course there were also other causes such 
as the usual accidents and illness common in base areas. 
Dysentery and diarrhea were quite negligible causes of 
admission. The sample examined can thus be regarded 
as representative of the army population. Records of 
service in New Guinea or the Middle East were obtained, 
so that it was possible to divide the troops examined in 
1943 into four classes according to service (a) in both 
areas, (b) in the Middle East but not in New Guinea, 
(c) in New Guinea but not in the Middle East, (d) on the 
Australian mainland only. For the purposes of this classi- 
fication, Ceylon was counted as part of the Middle East, 
while Timor and the islands adjacent were taken to be 
part of New Guinea. The number affected by these decisions 
did not amount in all te more than half a dozen. The 
troops of the four classes were being examined in the same 
months and so the results are comparable from a technical 
aspect. In 1946 I was able to add a further class, prisoners 
of war repatriated from Malaya, whose stools were 
examined for protozoa and helminths as a routine. 


There was no special preparation of the patients. Fresh 
saline and iodine preparations from a single stool specimen 
were examined. Stained preparations were made on 
occasion, but not as a routine. All examinations were made 
by the one observer, myself. The results may be briefly 
summarized in a table. The large and small races of 
Entameba histolytica have not always been recorded and 
so are not distinguished in this survey. 


Conclusions to be drawn from the surveys are that in 
young men who have not been out of Australia, Entameba 
histolytica is not common. In the single examination only 
three out of 175 were found to be carrying Entameba 
histolytica, while 41% of those who had gone to New 
Guinea but not to the Middle East were carriers. The 
carrier rates for Entameba histolytica of troops who had 
gone to the Middle East only but not to New Guinea was 
10-5% and for those who had served in both areas 9:0%. 
It may be concluded that service in the Middle East 
resulted in a relatively high carrier rate for Entameba 
histolytica, whereas service in New Guinea was less impor- 
tant in raising the carrier rate. In any case, experience 
in New Guinea will have been confounded in its effects 
with (that is, cannot be separated from) service in units 
which had already been to the Middle East and in which 
it may have been possible to acquire histolytica infections. 
However, it can certainly be concluded that military 
experience in the Middle East and Malaya was productive 
of high carrier rate for this parasite and so a large 
reservoir of carriers must exist in the Australian popu- 
lation. A similar position must have obtained after the 
First World War. The carrier rates for Entamoeba coli and 
Endolimazx nana show less definite difference between the 
four classes. With Jodameba biitschlii, 24 carriers were 
found out of a total of 441, in the two Middle East classes, 
whereas only seven were found in the 767 of the two 
classes who had never been to the Middle East. Giardia 
lamblia is, of course, known to be susceptible to “Atebrin” 
and so we find no carrier in 938 who had been to New 
Guinea, but it was present in 14 of 270 troops who had not 
been to New Guinea, showing the great regularity of the 
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TABLE I. 
The Results of a Search for Amebe in Australian Troops. 
Number of Troops (with cea in Parentheses) Found to be Carrying Amcebe. 
| Number of | cee aaOSte: ee het Saale 
Areas of Service. Troops | 

| Examined. Entameba Entameba Endolimax Iodameba Giardia 

| histolytica. coli. | nana. biitschlii. lamblia. 

| ~ oe eee as 
Middle East and New a A 346 31 (9:0%) | 46 (13-°3%) 40 (11°6%) 19 (5°5%) 0 (0%) 
Middle East only .. nail 95 10 (10-°5%) 27 (28-4%) 14 (14:7%) 5 (5°3%) | 6 (6°3%) 
New Guinea only 5 oH 592 24 (4°1%) 74 (12-5%) 64 (10-38%) 7 (1°2%) 0 (0%) 
Australia only | 175 3 (1°7% | 26 (14-:9%) 9 (5-1%) 0 (0%) 8 (4:6%) 
Malaya . } 626 47 (7- 5%) 112 (179%) 78 (12°5%) 12 (1°9%) | 7 (1°2%) 





control of the Giardia by “Atebrin’. The incidence of 
Giardia is also low in prisoners of war repatriated from 
Malaya for the same reason. The other flagellates, Tricho- 
monas hominis and Chilomastix mesnili, were both found 
on occasion, but a survey of a formed stool, such as mine 
necessarily was, is not suitable for their regular detection. 
Similar considerations apply to Dientameba fragilis. ~ 


Amebic dysentery was not rare in our troops in either 
of the two world wars, but it has not been a common 
disease in the civilian population. The clinical features 
in the army in the Second World War have been discussed 
by Andrew (1946). After the First World War, we find 
in THE MEDICAL JOURNAL OF AUSTRALIA isolated cases of 
amebiasis. Although there is evidently a large reservoir 
of carriers in those who have had military service, actual 
cases seem to be a rarity. 


The results obtained in this survey may be compared 
with the extensive survey of Bearup, Lawrence and Heydon 
(1949) on the incidence of amebe in recruits to the armed 
forces, who had never been abroad. These authors found 
13% of such recruits to be carrying Entameba histolytica, 
which is of the same order of frequency as in my survey. 
The difficulties of interpretation and comparison of such 
surveys have been discussed by Lancaster (1948). 


Acknowledgement. 


This paper is published with the permission of the 
Director-General of Health, Commonwealth of Australia. 


References. 


ANDREW, R. (1946), “The Clinical and Pathological Features 
of the Dysenteries’, M. J. AUSTRALIA, 2: 289. 

Bearup, J. A., LAWRENCE, J. J., and Herypon, G. A. (1949), 
“The Incidence of Parasitic Infections in New South Wales”, 
M. J. AUSTRALIA, 2:7 

LANCASTER, H. O. (1950), 

Hyg., 48: 257. 

Lowe, T. E. (1944), “Eosinophilia in Tropical Disease: Experi- 

oT," an Australian General Hospital’, M. J. AUSTRALIA, 


“The Theory of Ameebic Surveys”, 





, and LANCASTER, H. O. (1944a), “Hookworm Infestation”, 


ibidem, 1: 289 
(19440), “Strongyloidiasis in Man: Lote wT with 
Strongyloides stercoralis (Bavay, 1876)”, ibidem, 1: 429. 


————__g—___. 


Reviews. 


Human Parasites and Parasitic Diseases: For Students, 
Laboratory Workers, Practitioners of Medicine and 
Public Health. By K. D. nee oag M.D. (Cal.); 1952. 
Calcutta: K. D. Chatterjee. 10” x Le Pp. 774, with 328 
illustrations, 82 in colour. Price: 


Tu1Is book deals with the protozoan and _ helminthic 
parasites of man and the pathological conditions caused by 
them; the ectoparasites are not included. More than half 
of its 750 odd pages of text and illustrations are devoted to 
the protozoa, and of these no less than 381, about half of 
the whole book, are concerned with amebiasis, leishmaniasis 
and malaria. It might be complained that the large subject 
of African trypanosomiasis has been treated in meagre 
fashion with its allotment of a bare dozen pages; but many 
will applaud the writer for giving major attention to the 





subjects with which he must be most familiar, rather than 
curtailing these for the sake of balance or to make space 
for the inclusion of material that must be largely transcript 
or paraphrase. 


The extensive subject of schistosomiasis has been dealt 


with in similar summary manner in about 20 pages. For 
this forbearance we have nothing but praise. 
The treatment of the three major protozoal diseases 


referred to above is very thorough indeed and all important 
advances in recent years have been included. The British 
work on the exoerythrocytic cycle in malaria gets very 
full recognition, together with the reproduction in colour 
of the original figures. 


In general, the subject 
systematically dealt with. 


matter throughout is very 
Each parasite is considered in 
relation to the following twelve headings, here quoted in 
brief only, namely, history, geographical distribution, 
incidence, habitat in host, morphology and life cycle, infec- 
tion of man and animals, effect on the host, immunology, 
diagnostic methods, prognosis, therapeutics, prevention. 


However, it is possible to carry system to the point of 
pedantry, and in matters of nomenclature the author has, 
in striving after uniformity, achieved some _ horrifying 
results. The practice of naming every parasitic disease in 
terms of the curtailed generic name of its cause plus the 
affix “iasis’” can lead to some awkward forms. Thus 
filariasis becomes ‘“Wuchereriasis” and hookworm infection 
is rather unnecessarily, but, of course, quite logically, divided 
into “Ancylostomiasis” and “Necatoriasis” according to the 
genus of the worm, which in most cases will not be deter- 
mined in practice. 


We have already become 
malaria” and “falciparum 


familiar with the terms “vivax 
malaria” for B.T. and. M.T. 
respectively, and this usage has something to recommend it, 
but who will ever refer to quartan as “Malariz# Malaria’? 
These are minor matters, as are the few grammatical errors 
and ambiguities of phrase. 


The book is a fine 
both letterpress and style, 


piece of work, easy to read as to 
and is copiously illustrated with 
many original figures which come as a welcome change 
after some of the old text-book favourites. It can be 
recommended to those for whom the author has intended it 
and many besides. The price is moderate. 


The 1952 Year Book of Radiology (June, 1951-June, 1952). 
Radiologic Diagnosis, edited by Fred Jenner Hodges, 
M.D., and John Floyd Holt, M.D.; Radiation ‘Therapy, 
edited by Harold W. Jacox, M.D., and Vincent P. Collins, 
M.D.; 1952. Chicago: The Year Book Publisher's, 
Incorporated. 9” x 6”, pp. 416, with 387 illustrations. 
Price: $7.50. 


THis edition of the year book marks the twenty-first year 
of publication. It consists of a digest of the many articles 
of interest which have appeared in the various radiological 
journals of 1952. Many rare and unusual conditions are 
discussed and well illustrated. The main advances have 
occurred in the fields of aortography, angiocardiography and 
cerebroangiography. Descriptions of portal and _ splenic 
venography cover new work on these organs. Sarcoidosis 
still receives much attention, and it is now found that 
practically all body tissues can be affected in this condition. 
New opaque materials have been discovered for the 
investigation of the various organs. Perhaps the most 
useful of these is telepaque for the demonstration of the 
gall-bladder and bile ducts. On the technical side, the 
method of intensification of the fluoroscopic image has been 
elaborated, and it is hoped that it will soon become economic- 
ally possible to use it in gastro-intestinal work. An interest- 
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ing contribution is made by B. R. Newell on the radiologist’s 
duties and opportunities with some thoughts on the develop- 
ment of his career. Some good work is reported on the 
enlargement of the bone images in certain diseases and this 
has been proved of value in certain obscure lesions. The 
study of the gastric mucosal pattern continues to prove of 
value in difficult cases of gastric upset. Arteriograms of 
the renal circulation are now in fairly general use. The 
advances in radiotherapy have not been great and reports 
of cases of alleged cure of many malignant diseases sound 
rather optimistic. Super- voltage therapy with 2,000,000 
volt machines is still more or less in the experimental stage. 
Radiation sickness has been overcome to a large extent by 
the exhibition of suitable drugs. This book is worth study 
by all practising radiologists. 


Poisoning: A Guide to Clinical Diagnosis and Treatment. 
By W. F. von Oettingen, M.D., Ph.D.; 1952. London: 
William Heinemann (Medical Books), Limited. 93” x 6”, 
pp. 534. Price: 70s. 


THIS book is a new one in the field of toxicology. It 
deals mainly with symptoms, signs and treatment. A chapter 
on qualitative analysis is included, but autopsy findings are 
not described. One important fact which is stressed is the 
possibility that toxic agents are the underlying cause of 
common clinical conditions. After some _ introductory 
sections, there is a detailed description of the symptoms and 
signs induced by poisons throughout the various systems, 
and of biochemical changes in the blood and urine. As 
instances of the details given in this section, there are 229 
poisons listed as having been reported responsible for nausea 
and vomiting, and 112 for convulsions. The chapter on 
laboratory tests deals with qualitative analysis only, but 
references are given for quantitative methods. Treatment 
is well covered both on general lines and for individual 
symptoms. There is an excellent description of the equip- 
ment and drugs required for emergency treatment, with 
lists of doses and suggested stock quantities. The main 
section of the book is devoted to a description of the symp- 
toms of 461 poisons, arranged alphabetically, with a short 
outline of treatment for each. This is a comprehensive 
survey and appears to cover all the newer and rare toxic 
substances. 

There is a vast amount of information in this book, 
gathered from reports of several thousand cases, presented 
in a clear and interesting manner, and arranged for quick 
reference to lists of poisons causing certain symptoms or 
pathological changes, or to a concise description of a 
particular poison. It should prove extremely useful to 
practitioners dealing with the diagnosis and treatment of 
poisoning cases, particularly those of a chronic nature or 


occurring in industry. 


Stammering Self-Cured, By A. H. C. Masterman, late 
R.A.R.O., The South Lancashire Regiment, with a fore- 
word by W. Johnson Smyth, M.D., C.M. (Edinburgh): 

1952. Bristol: John Wright and Sons, Limited. 73” x 5”, 


pp. 60. Price: 3s. 6d. 


“STAMMERING SELF-CURED”’, by Major A. H. C. Masterman, 
is a pompous little book of 60 pages, in which the author 
claims a cure for one of the most challenging of all speech 
disorders. He passes lightly, and not always authoritatively, 
over the cause of stammering and touches briefly on some 
of the psychological aspects. 


The methods outlined and practised by Major Masterman 
are based on a technique used by a Mr. Beasley, of Hunting- 
don, in the 1870’s, who claimed to have effected a self-cure 
at the age of forty, after other contemporary methods had 
failed. 

Stage one of the treatment consists of establishing a 
pattern of diaphragmatic breathing, inhaling with the chin 
slightly elevated and the mouth held in the relaxed position 
for “AH”; the claim is that whilst the head, tongue and 
mouth are held in this “natural” position, a continuous flow 
of air will be ensured. Progression is made to the vocaliza- 
tion of AH, and then finally on to “stringing one’s words 
together on a smooth monotone”, thereby maintaining the 
unity of the vocal tone. 

The last aspect of the treatment, with certain modifica- 
tions, is one which has been used with a measure of success 
by some speech therapists for a number of years. 


In his final chapter on “Suggested Vocal Exercises”, and 
alliterative sentences, Major Masterman indicates his limited 
knowledge of the science of sound, by frequently confusing 
the written symbol with the actual sound. 


Books Received. 


[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.) 


“Recent Advances in ——— and MB BS. Foe 
Oxygen Therapy)”, by C. Langton Hewer, ondon ), 
MACCLP. (London), F.F.A.R.C.S. ; Seventh — Edition; 1953. 
London: J. and A. Churchill, Limited. 83” x 53”, pp. 448, with 
169 illustrations. Price: 30s. 


The last edition was published in 1948. 


“The White Plague: Tuberculosis, Man and Society”, by René 
and Jean Dubos; 1952. London: Victor Gollancz, Limited. 
8” x 54”, pp. 286. Price: 15s. 

A book on-tuberculosis for laymen and scientists. 


“Principles of Intensive Psychotherapy”, by Frieda Fromm- 
Reichmann, M.D.; 1953. London: George Allen and Unwin, 
Limited. 9” x 6”, pp. 264. Price: 18s. 

Addressed, first, to psychoanalytically interested psychia- 
trists and to young psychoanalysts and, second, to “serious 
students of living”. 


“One Little Boy”, by Dorothy W. Baruch, with the medical 
collaboration of Hyman Miller, M.D.;_ 1953. London: Victor 
Gollancz,.Limited. 8” x 53”, pp. 252. Price: 13s. 6d. 


“Written for those who want to know what children are 
like underneath the usually-spoken thoughts.” 


“Textbook of Medical Treatment”, by various an, one 
by D. M. Dunlop, B.A. (Oxon.), M.D., F.R.C.P. (Ed.), F.R.C.P. 
(London), L. S. P. Davidson, B.A. (Camb.), M.D., FRCP. 
(Ed.), F'R.G.P. (London), M.D. (Oslo), and John McNee, 
D.S.O., M.D., D.Sc. (Glas.), F.R.C.P. (Ed.), F.R.C.P. (London), 
F.R.F.P.S.; Sixth Edition; 1953. Edinburgh and London: E. 
and S. Livingstone, Limited. 94” 7”, pp. 1040, with 44 
illustrations. Price: 50s. 


Completely revised since the previous edition in 1949. 


“Infectious Mononucleosis”, by Sidney Leibowitz, M.D.; 1953. 
New York: Grune and Stratton. 9” 6”, pe. 172, ich. three 
text figures. Price: $4.75. 

Based on observations in 25 successive sporadic cases with 
a reevaluation of present concepts of the disease. 


“Physiologic Therapy for Obstructive Vascular Disease’, by 
Isaac Starr, M.D.; 19538. New York: Grune and Stratton. 
9” x 6”, pp. 46, with four text figures. Price: $2.50. 

Based on material presented before the American Heart 


Association in April, 1952. 


“Trichlorethylene Anesthesia”, by Gordon Ostlere, M.A., 
M.B., B.Chir. (Camb.), D.A.; 1953. Edinburgh and London: 
E. and S. Livingstone, ‘Limited. 74” x 5”, pp. 90, with five text 
figures. Price: 7s. 6d. 

Described by the author as “an attempt to analyse the 
published work on trichlorethylene, without colouring the 
result too heavily with my own views”. 


“Local Analgesia: Abdominal Surgery”, by R. R. Macintosh, 
M.A., D.M., F.R.C.S. (Edin.), D.A., M.D. (hon. causa), Buenos 
Aires, and R. Bryce-Smith, M.A., B.M., B.Ch., D.A.; 1953. 
Edinburgh and London: E. and S. Livingstone, Limited. 
9” x 6”, pp. 94, with 88 illustrations. Price: 22s. 6d. 


From the Nuffield Department of Anesthetics, University 
of Oxford. 


“Medicine”, by A. E. Clark-Kennedy, M.D., F.R.C.P.; Second 
Edition; 1953. Volume I: The Patient and His Disease. 
Edinburgh and London: E. and S. Livingstone, Limited. 
94” x 63”, pp. 424. Price: 25s. 


This edition has been completely re-written. 


“Tuberculosis in the Commonwealth: The Full Verbatim 
Transactions of the Third Commonwealth Health and Tuber- 
cuiosis Conference, Held in London from the 8th to the 14th 
of July, 1952”; 1953. London: National Association for the 
Prevention of Tuberculosis. 824” x 5%’, pp. 454, with 14 
illustrations and three text figures. Price: 21s. 


The title is self-explanatory. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: surname of author, initials 
of author, year, full title of article, name of journal without 
abbreviation, volume, number of first page of the article. 
If a reference is made to an aUstract of a paper, the name 
of the original journal, together with that of the journal 


in which the abstract has appeared, should be given with 
full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


i 


MEDICAL EDUCATION: THE MEDICAL STUDENT 
AND THE BASIC SCIENCES. 


On July 19, 1947, attention was drawn in these columns 
to the “Report of the Interdepartmental Committee” on 
medical education, otherwise known as the “Goodenough 
Report”. In the same issue certain recommendations made 
by the General Medical Council of Great Britain in regard 
to the medical curriculum were reproduced in extenso. 
The first essential of these recommendations dealt with 
general and premedical education. It was recommended 
that two types of examination should be passed by every 
student before he was admitted to the medical curriculum 
proper. The first was the recognized preliminary examina- 
tion in general education, and the second was “an 
examination or examinations in the following subjects, 
conducted or recognized by the licensing body concerned”: 
this examination (or examinations) to take place in the 
subjects of physics, chemistry and biology, both theoretical 
and practical. The second set of recommendations had to 
do with what was styled professional education. It was 
divided into three periods—a period of pre-clinical study, 
a transitional period of study, and a period of clinical 
study. Probably as a result of these recommendations, 
there has been a tendency, during recent years, for pros- 
pective medical students to be required to spend some time 
before entering the medical school in the study of chemistry, 
physics and biology. Dr. C. G. McDonald, the Deputy 
Chancellor of the University of Sydney, in an address to 
students in New Zealand, used a happy phrase to describe 
the tendency. He said that some of those whom he was 
addressing had been advised while they were at school to 
study physics and chemistry and mathematics at the 
expense of languages, so that they might be able to “beat 
the barrier’ in the first year of the medical course. It 
will be freely admitted that the medical curriculum today 
is so crowded that any proper removal of subjects from 











1The New Zealand Medical Journal, February, 1953. 


it would be welcomed. We all know that, every now and 
again, recommendations are made by all sorts of people 
that special references to special subjects should be intro- 
duced into the already crowded course. Not infrequently, 
the recommendations have to do with a subject which is 
more or less neglected by medical practitioners, or about 
which they are not particularly well informed. Most of us 
realize also that a specialist teacher functioning at any 
stage of the medical course would, if he was given his 
head, instruct his pupils as if he wished to make them, at 
one stroke, the complete masters of his subject. This is 
one of the most important aspects of medical education, 
and no doubt will be keenly debated at the forthcoming 
international conference on medical education to be held 
in London next August. 

For our present purpose, it will be useful to refer to 
the views expressed during recent years by different 
authorities, in spite of our reference to the subject on 
December 27, 1952, under the title “The Man in the 
Marble”, and Dr. C. H. Fitts’s important paper in the 
same issue, “The Unity of Knowledge”. In the Goodenough 
report of 1944, it was stated that it was essentia) that 
medical students should be properly instructed in the 
general principles and methods of those branches of science 
which had important applications to medicine. It was 
thought that part of this instruction could be given 
adequately only in medical schools. The view was 
expressed that in the case of many students who prepared 
for the first medical examination at medical schools, the 
knowledge gained of even the elementary principles of 
chemistry, physics and biology was. superficial and 
ephemeral, because it was acquired too hurriedly, and 
under conditions which failed to stimulate the student’s 
interest or to satisfy his mind about the relation of the 
subject to the rest of his medical studies. Many students 
regarded the subject as an obstacle to be surmounted as 
quickly as possible and then forgotten. The abrupt 
ending of physics, and largely of biology and chemistry, 
after the first medical examination had been passed was 
a fault in education similar to the tendency among 
students to end thought in anatomy and physiology after 
the second medical examination had been surmounted. 
The Interdepartmental Committee thought that the train- 
ing needed by a medical student in the physical and bio- 
logical sciences should be begun at school as part of the 
student’s general education, and be continued at the 
medical school, in close association with the training in 
anatomy and physiology, as part of his professional educa- 
tion. We have stated previously in this journal that the 
student’s course of study at the medical school should be 
conducted in the light of his future destiny. If this is 
true, it is also true that his school education should be 
conducted with the same objective in view. Of course all 
young people do not make up their minds at an early 
age what they intend to do with their lives, and if they 
do make a decision, there are many factors which may 
prevent them from giving effect to it. But we shall return 
to that point later. 

The British Medical Association report on medical 
education published in 1948 had a great deal to say about 
pre-university education. It expressed the strong view 
that there should be no vocational bias in pre-university 
studies. With one statement of the report most thoughtful 
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people will agree. It described as forming the general 


educational background of an ordinary cultured citizen, 
a curriculum which would include English language and 
literature, history, one or more foreign languages, 
geography, elementary mathematics, general science. The 
British Medical Association committee agreed with the 
Goodenough report that general science should be taught 
in schools to intending medical students as a non- 
vocational subject. It disagreed, however, with that com- 
mittee’s recommendation of the acceptance of the Norwood 
Committee’s proposal that a school leaving examination, 
taken at the age of eighteen years or older, might be 
accepted as fitting the student for admission to the 
“medical curriculum proper”. While the spending of 
relatively little time on physics, chemistry and biology 
in the medical course might serve as a means of shortening 
the medical course, such a proposal was ill-advised and 
denoted a failure to recognize the fundamental importance 
of a thorough training in the methodology of science, 
which could be best inculcated in a special course in 
science at a university standard and in a university atmos- 
phere. In other words, while study at school of the basic 
sciences may prepare the mind of the prospective medical 
student for what he will have presented to him at the 
university in these subjects, he will not be able, as Dr. 
McDonald suggests, to “beat the barrier’. The British 
Medical Association committee went so far as to express 
the opinion that a useful service would be rendered to 
medical studies if authorities offering scholarships to 
medical students would award them on the basis of 
general cultural education, instead of on premature, 
specialized knowledge of a new subject. We have noted 
with pleasure that in a brochure on undergraduate medical 
education by Professor C. G. Lambie, of the Department 
of Medicine in the University of Sydney, one of the 
attributes necessary for the making of a good doctor is 
said to be sound judgement. Professor Lambie remarks 
that this is partly an innate quality, but that one of the 
best ways of improving it is the acquisition of that breadth 
of view, sanity and sense of humour given by cultural 
contacts over a large field, and especially by an acquaint- 
ance with the “humanities”. Professor Lambie, by the 
way, states that one of the evils attendant upon the 
specialized teaching of science subjects in schools is an 
undue emphasis upon vocational trends. He refers to 
students who, by studying science at school, wish to “steal 
a@ march” upon other students who may have had a 
preference for linguistic studies at school. He observes 
that it would be preferable in the long run to spend more 
time at school on subjects which will of necessity have to 
be dropped at the university. 


The authorities quoted on this subject would not be 
complete without reference to the thoughtful contributions 
to this journal in 1951 by Professor A. A. Abbie, of the 
University of Adelaide. In an account of medical educa- 
tion in the United States published on January 13, 1951, 
Professor Abbie referred to the extensive science subjects 
studied by American students before they entered the 
medical schools. He referred to views, expressed to him 
by some modern educationalists, that it would be better if 
the medical schools took over at least the pre-medical sub- 
jects of the college course. Professor Abbie’s contributions 
should be reread by those interested in this subject. 


If a summary has to be made, or conclusions have to be 
drawn on this subject, it is clear that the handing over to 
schools of the instruction of future medical students in 
the physical sciences and in biology cannot be regarded 
with favour. Without doubt, what is known as a general 
cultural education must include reference to science in 
general. How far this instruction is to go would provide 
material for interesting and possibly useful argument. The 
statement has already been made that in certain circum- 
stances students may not be able to achieve their objects. 
If the school instruction in science is regarded as part of 
a general cultural education, they will be none the worse 
off if they are prevented from following their medical 
study to a conclusion. In fact, they will be provided with 
a somewhat broader outlook on life than they would 
otherwise possess. Professor Abbie has pointed out, as is 
well known, that while English and other languages, 
philosophy and psychology, economics, geography, history 
and so on, are traditionally associated with “culture”, 
they do not of themselves confer “culture”. He thinks 
that only a few minds can be expected to acquire a truly 
cultural outlook. This is undoubtedly true, but we cannot 
expect every garden to contain every kind of flower and 
in rich profusion. It is the effort to make a garden that 
is important, and there is no doubt that the initial effort 
stimulates further and increasing effort. The old saw has 
it that nothing succeeds like success. It is so with the 
mental gardens which we cultivate. Some gardeners 
specialize in one kind of bloom and others in another; 
some manifest their variety of tastes, and though they 
may not take prizes at a flower show, they will derive 
much satisfaction and give much pleasure with what they 
do grow. Let us return to Dr. C. G. McDonald, who referred 
to a brilliant young graduate whom none of the hazards of 
life would halt. He said that if, in addition to brilliance 
of mind, this individual had driving force, imagination, 
common sense, and above all, a broad humanity, he was 
the very salt of the earth. He added: “Of such is genius 
made.” In these days of what looks like wilful mediocrity, 
genius should be cultivated. Dr. McDonald made a bold 
and erudite statement. He said that if he was asked what 
was the chief duty of a university council, he would say: 
“Make a strong faculty of arts. Give full scope to your 
teachers of English literature, classics, modern languages, 
history and philosophy, and promote intercourse between 
them and those who teach in the professional schools.” He 
described professions as only exalted trades when they 
were divorced from humanism, and said that, conversely, 
the study of the humanities in this modern kaleidoscopic 
world might become stilted and uninspired unless it was 
transfigured with the ever-changing glow of developments 
in pure and applied science. That surely sums up the 
whole matter. 


<i 
<i 


Current Comment. 


MENIERE’S SYNDROME. 











MENIERE’S SYNDROME, or Méniére’s disease, as it is some- 
times called, is a widespread disorder causing a good deal 
of disablement. Its nature cannot be said to be fully 
understood, and, largely as a consequence, its management 
is not satisfactory. A discussion of the condition and its 
treatment with a review of the literature by Maurice 
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Saltzman’ is therefore of interest. A good deal has been 
written in the literature about the symptomatology of 
Méniére’s disease. The classical symptoms are vertigo, 
tinnitus and deafness; but in the absence of one or other 
of these classical symptoms, it is often difficult to decide 
the significance of those symptoms present. Vertigo of 
varying degrees, from a mild sensation of uncertainty or 
swimming in the head to severe immobilizing giddiness 
with prostration and vomiting, often tests the physician’s 
skill. Labyrinthine vertigo is the label usually applied to 
minor degrees of giddiness which cannot be otherwise 
explained. This symptom may be associated with 
Eustachian tube obstruction after an attack of coryza. It 
occurs also after influenza, and appears to be almost 
epidemic at times when influenza is prevalent. Slight 
deafness or tinnitus may be associated with simple 
labyrinthine vertigo. It is not always easy to say when 
the name Méniére’s syndrome should be applied, and con- 
sequently when to apply the various treatments recom- 
mended. Méniére’s syndrome has been associated with 
a variety of changes in the middle ear, but as many of the 
patients recover without operation, it is probable that the 
changes described in the scala media or ductus cochlearis 
are not necessarily the cause of the symptoms. An increase 
in the amount of endolymph has been described by several 
observers, and treatment based on this finding has been 
widely used. This treatment includes a salt-poor diet, 
ingestion of ammonium chloride and reduction in fluid 
intake. Injection of histamine in increasing doses is also 
carried out by some, in order to increase the circulation 
in the vessels of the labyrinth by causing dilatation of the 
capillaries. Saltzman quotes one author who accidentally 
gave a wrong dilution and so a huge overdose of hista- 
mine; his two patients dropped unconscious, but recovered 
with subsequent complete freedom from vertigo and tem- 
porary restoration of hearing. Intravenous histamine 
therapy is said to have had a beneficial effect in cases of 
Méniére’s syndrome and in endolymphatic hydrops with- 
out vertigo, though it is not clear how this diagnosis was 
arrived at. It appears that histamine injection is having 
a vogue; it has recently been used for the treatment of 
migraine. However, in view of the very great variation 
in the course of Méniére’s syndrome, it is too soon to 
claim great benefit from histamine injections. Nicotinic 
acid, in a dose of 25 to 50 milligrammes daily, has also 
been used for its vasodilator effect on the labyrinth, and 
claims have been made of considerable benefit from its 
use. Here again it is difficult to decide what effect has 
been produced, 4s one patient may have only one attack 
of vertigo, whereas another may have attacks every week 
or every month for years. Administration of nicotinic 
acid, however, is a much simpler form of treatment than 
histamine injection. Saltzman states that operation 
(decompression or destruction of the external semicircular 
canal on the affected side) may relieve unilateral Méniére’s 
disease, but unfortunately we cannot be sure that the 
other ear will not become involved at a later stage. There 
is certainly no shortage of ideas on the treatment of this 
unpleasant condition, but the complete answer remains to 
be found. Not the least of the factors hindering the assess- 
ment of new methods of treatment is the unpredictable 
course of the disease. 





HEPATIC HYPOGLYCAEMIA IN CONGESTIVE 
FAILURE. 





CoNSIDERATION of the role of the liver in maintaining a 
circulating supply of glucose has been proved to be of 
importance both in physiological experiment and in clinical 
states. Spontaneous hypoglycemia has been observed in 
man in association with liver damage due to infective, 
chemical and neoplastic disease, and to illustrate this 
S. M. Mellinkoff and P. A. Tumulty have reported 20 
cases of hepatic hypoglycemia observed recently in the 
wards of the Johns Hopkins Hospital.2 They lay emphasis 





1Ann. Int. Med., May, 1952. 
2New England J. Med., November 13, 1952. 


on the facts that hepatic hypoglycemia is by no means 
uncommon, that it may be caused by a variety of con- 
ditions, and that it may occur without other obvious signs 
of overt liver disease. The distribution of the patients in 
this series shows these features, for 15 of them were 
equally divided between such different states as viral 
hepatitis, Laennec’s cirrhosis and congestive cardiac 
failure, while in the remaining five the condition was due 
to biliary cirrhosis, fatty infiltration and newgrowth of 
the liver. Condensed histories of the patients are given in 
this account, with the clinical progress and the laboratory 
investigations. In 13 instances the illness proved fatal, and 
autopsy was performed. From the available information 
a table has been prepared, which shows that the patients 
ranged in age from nineteen to seventy-one years, as one 
might expect from the varied etiology. Low fasting blood 
sugar levels were observed; these were particularly low 
in those patients who had established disease of the 
pancreas. <A perusal of the symptoms observed shows a 
wide variation. A little more than half the patients 
became comatose, but two were disorientated without loss 
of full consciousness, and two others presented a schizo- 
phrenic type of psychosis. Only in one case were symptoms 
absent, and the diagnosis here was purely biochemical. 
In the present instance we are particularly interested in 
congestive failure as a cause of significant disturbance of 
hepatic function. These patients had such varied types of 
circulatory disease that they are worth mentioning more 
fully. The individual lesions were as follows: myxoma of 
the left auricle, syphilitic aortitis, mitral and aortic 
stenosis, constrictive pericarditis and mitral stenosis with 
a ball-valve thrombus in the auricle. Mellinkoff and 
Tumulty found that the patients in their series had 
transient episodes of hypoglycemia in a number of 
instances. These episodes were of more than diagnostic 
significance, for they affected the course of the illness 
critically, and contributed to death, thus showing that 
important disease of the liver was present. In addition 
there was evidence of liver disease in some patients who 
did not at the time display hypoglycemic symptoms. In 
none of these cases was there any history or sign of any 
of the other well-known causes of hypoglycemia; but here 
it is well to recognize a fallacy, for the manifestations 
which were later found to be hypoglycemic in origin were 
not at first identified as such. There is nothing specific in 
these symptoms, which were at first put down to disordered 
behaviour of other causation, and diagnosis was still 
further complicated by the lack of relation between the 
nature of the hypoglycemic attack and the seriousness 
or otherwise of the associated disease of the liver. 


It would seem well to remember that the liver may be 
seriously disorganized before clinical evidences are 
apparent, and the presence of other important or even 
lethal lesions may overshadow the real causes of certain 
clinical manifestations. This is particularly the case 
when the underlying hepatic failure is related to a passive 
congestion of circulatory origin. The mechanism of hepatic 
hypoglycemia is not clear, but what is more important is 
its not-infrequent occurrence as a complication of con- 
gestive cardiac failure, especially as the relief of its 
symptoms is not difficult. Mellinkoff and Tumulty found 
that chronic passive congestion of the liver of long stand- 
ing was the cause in all their cases; they suggest that 
loss of appetite and an inadequate intake of food were 
contributing factors. They reiterate that the occurrence 
of palpitation, sweating and unusual behaviour may easily 
be attributed to the more obvious cardiac and circulatory 
failure without a thought for the results accruing from 
the more cryptic failure of the functions of the liver. They 
finally remark that there are few if any contraindications 
to the intravenous administration of small volumes of 
concentrated solutions of glucose, though it is wise to 
estimate the level of glucose in the blood first. Long- 
standing hypoglycemia may be at the root of persistent 
mental damage, and relief of symptoms may then be 


disappointing; this is but an argument in favour of the 
inclusion of liver function in our survey of patients with 
congestive failure. 
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SURGERY. 





Gastric Lipoma. 


D. H. BADNER AND M. CAPLAN (Surgery, 
June, 1952) review the literature and 
report a case of gastric lipoma. In 
their case the symptoms had been 
belching, sour taste in the mouth, and 
bloating of the epigastrium for two 
years, but it is noted that the symp- 
tomatology of gastric lipoma follows no 
definite pattern. Some relief was 
obtained by taking milk of magnesia 
tablets. For several weeks there had 
also been acute postprandial epigastric 
pain, which lasted for ten to fifteen 
minutes and then left the patient with 
a residual soreness in the epigastrium. 
His appetite became poor, he began to 
feel weak and tired, and he lost ten 
pounds in weight. A barium meal 
examination revealed a filling defect in 
the prepyloric region of the stomach, 
and there appeared to be rigidity of 
the lesser curvature of the stomach 
overlying the defect. At operation the 
mucosa overlying the lipoma was 
normal, as was the remainder of the 
stomach. Microscopically, the diagnosis 
of lipoma was confirmed. The authors 
state that although gastric lipoma is 
still a very rare lesion, the reported 
incidence has been steadily increasing, 
mainly because the increased awareness 
of, and interest in, early diagnosis of 
gastric carcinoma have led to more 
frequent and more numerous X-ray 
examinations. Like other’ benign 
tumours of the stomach, lipomata, in 
the majority of cases, are asymp- 
tomatic, so that they are not always 
recognized. A lipoma of the stomach is 
no different pathologically from a 
lipoma found in _ other situations. 
Grossly, it is a characteristic, encapsu- 
lated, fatty tumour, round, ovoid or 
lobulated. Although the tumours occur 
in any part of the stomach, they occur 
more frequently in the subserous layer, 
in which case they project outwards. 
When they are submucous in position, 
they protrude into the lumen of the 
stomach and may cause erosions and 
ulcerations of the mucosa with bleed- 
ing. Submucosal pedunculated lipomata 
are those which produce _ pyloric 
obstruction or intussusception. 


The Plaster of Paris Walking Boot. 


T. B. Quictey (Am. J. Surg., March, 
1952) states that when indicated and 
properly applied the plaster of Paris 
walking boot is one of the most useful 
splints in the surgeon’s armamentarium, 
often restoring the patient to functional 
self-sufficiency within a few days of 
injury. Against that, it has definite 
limitations beyond which it can do more 
harm than good. Indications for its 
use are: (i) fractures of the fibula above 
the level of the distal tibio-fibular 
ligaments, (ii) fractures of the mal- 
leoli below the level of the superior 
surface of the talus, and (iii) most 
fractures of the bones of the foot distal 
to the talus and os calcis. Contra- 


indications are: (i) fractures of both 
bones of the leg at any stage of heal- 
ing, (ii) fractures of the malleoli which 
if displaced might result in widening 
of the joint mortice, (iii) fractures of 
the os calcis or talus, and (iv) fractures 


of the distal weight-bearing articular 
surface of the tibia. It is concluded 
that the plaster of Paris walking boot 
should never be used when weight- 
bearing can in any way endanger the 
position of the fragments. If used it 
should permit a close approach to 
normal heel-toe walking, which can be 
achieved by means of various rockers, 
special shoes, or a piece of motor tire 
and sponge rubber. The worst possible 
arrangement is the single point crutch 
tip, which not only permits’ but 
encourages violent torsion at every step 
and can produce the habit of eversion 
and external rotation in walking which 
may be difficult to correct. 


Parotid Gland Tumours. 


R. W. McNEALY AND J. W. McCALLISTER 
(Am. J. Surg., May, 1952) discuss the 
surgery of parotid gland tumours and 
review critical points in the surgical 
anatomy and pathology of the organ. 
They state that neoplasms of this gland 
remain completely curable for a decade 
or more; yet, because of misconcep- 
tions concerning their malignant ‘nature 
and proper treatment, many are allowed 
to pass into a gross and incurable 
state of malignancy. The superficial 
portion of the gland overlying the 
masseter muscle has the least limita- 
tion to growth, so it may extend up- 
wards, anteriorly and inferiorly. Popular 
fallacies that have impeded progress in 
the treatment of parotid tumours in- 
clude the following: (i) Fear of facial 
palsy. However, paralysis due _ to 
division of one of the primary branches 
may be followed by recovery after 
weeks or months due to the anastomotic 
branches. Facial palsy is due more 
often to invasion by tumour than to 
operation. A less known but equally 
troublesome result of nerve damage in 
the parotid region is the auriculo- 
temporal syndrome (Frey’s)—when the 
patient eats, the cheek becomes hot, 
flushed and moist with perspiration, 
and hyperesthesia of the face is noted, 
especially during shaving. (ii) Waiting 
for the tumour to grow larger. (iii) 
The ugly scar. Small transverse 
incisions designed to parallel the 
branches of the facial nerve should be 
abandoned in favour of an _ incision 
that displays the gland in its entirety. 
(iv) Fear of salivary: fistula. A persis- 
tent fistula should make one think of a 
persistent tumour. (v) Pitfall of the 
preauricular lymph gland. (vi) Pseudo- 
cyst. A cystic swelling is too often 
thought to be innocuous. Simple cysts 
are rare, and the diagnosis of adeno- 
lymphoma should not be made in the 
presence of a unilateral lesion. (vii) 
X-ray therapy. Nearly all parotid 
tumours are. radioresistant. Adeno- 
lymphoma is the one possible exception, 
but deep, penetrating ulcers and in- 
tolerable pain may result from _ the 
treatment. The authors discuss the 
principles and technique of surgical 
treatment. 


Carcinoma of the Large Bowel. 


‘W. W. Bascock AnD H. E. Bacon 
(West. J. Surg., April, 1952) report on 
a series of 1592 radical operations for 
carcinoma of the large bowel or anus. 
Radical resections were carried out in 
87% of cases even though in up to 14% 
gross metastatic growths were appar- 
ently present in the liver. The authors 
state that they have not used the 
typical Miles operation in recent years 
since it was based on two errors: first 
that carcinoma of the rectum spreads 


downwards as it does upwards and 
laterally, and second, that it is neces- 
sary to peritonealize abdominal areas 
denuded of peritoneum. It would seem 
very desirable to remove peritoneum, 
fascia propria, levator ani and lym- 
phatics, wide of any malignant lesion, 
but it is unnecessary to remove the 
sphincters when the cancer is seven 
or more centimetres above the anal 
verge. Much of the denuded pelvis will 
be closed by liberated bowel and mesen- 
tery brought down in the withdrawal 
ot the colon through the split anus. 
Abdomino-perineal resection with reten- 
tion of the anal sphincters is said to 
be applicable for most carcinomata of 
the rectum and sigmoid colon situated 
seven or more centimetres above the 
anal verge; and the same operation has 
also been used for polyposis, multiple 
malignant tumours and_ ulcerative 
colitis requiring the removal of the 
entire left side of the colon and the 
left half of the transverse colon. It 
has not been satisfactory for a complete 
colectomy, as it has been difficult to 
obtain watertight control of the erosive 
ileal contents. After the operation the 
sphincters are not able to retain fluids 
without a secondary suture, but the 
patients either develop a defzcation 
sense or empty the colon every second 
or third day by saline laxatives or 
enemata, and are able to go about with- 
out a pad or other protection. Of 132 
patients who replied to an inquiry by 
the authors only two were dissatisfied 
with the perineal anus, one because of 
abdominal pain, and one, a very heavy 
beer drinker, because of diarrhea with 
incontinence. On the other hand, the 
authors advocate a more extensive re- 
moval than usual for lesions within 
seven centimetres of the anus. The 
Mikulicz, Paul and Rankin obstructive 
resections are not recommended except 
in certain emergencies caused by 
peritoneal contamination. Open anasto- 
moses are preferred for growths above 
the rectum. 


Polypi of the Colon. 


R. R. Kein AnD R. A. SCARBOROUGH 
(Arch. Surg., July, 1952) state that they 
have treated 100 patients in whom 
clinical investigation resulted in an 
X-ray diagnosis of one or more polypi 
of the colon. In all cases the principal 
presenting symptom was the passage 
of blood per rectum. Diagnosis was by 
sigmoidoscopic or X-ray examination, 
but it was noted that the presence of 
diverticula, especially with distortions 
resulting from diverticulitis, often 
masked a coexisting polypus. A single 
polypus was found in 85 of the patients, 
two were found in 14, and three in the 
remaining one. After removal of the 
polypus an immediate frozen section 
preparation was made and interpreted. 
A diagnosis of carcinoma was made 
only on evidence of actual invasion 
through the basement membrane or 
muscularis mucose. In 77 of the patients 
the lesions were benign by gross 
appearance and by frozen section and 
permanent section examination; and in 
this group local excision of a polypus 
is considered adequate treatment. In 
12 of the patients the lesions were 
apparently benign by gross appearance 
and frozen section examination, but 
permanent section examination showed 
a small focus of malignant change in 
otherwise benign adenomata. No 
additional surgery was performed in 
these 12 cases, and the patients have 
all remained alive and well for periods 
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of from one to eleven years. In the 
other 11 cases the lesions were either 
grossly benign or were suspected of 
malignant changes, but malignant 
disease was demonstrated by frozen 
section examination. In each instance 
radical resection was immediately per- 
formed as for any carcinoma at the 
same site. In five of these 11 specimens 
the regional lymph glands contained 
metastases, even though the malignant 
polypus had a _ well-developed pedicle 
with no microscopic evidence of in- 
vasion of the pedicle by carcinoma. 
Since the pedicle is actually normal 
mucous membrane—that is, tented up 
by the pull of the adenomatous polypus 
—and because of the above findings, it 
is not considered that microscopic 
examination of the base of the pedicle 
of a pedunculated polypus at its attach- 
ment to the bowel wall is important. 


Rectal Prolapse. 


W. A. ALTEMEIER, J. GUISEFFI AND P. 
HoxwortH (Arch. Surg., July, 1952) 
review the literature on the treatment 
of rectal prolapse, especially in aged 
and debilitated patients. They state 
that the principles involved in the 
various operative procedures which 
have been described include resection 
of the protruding bowel, reduction of 
the size of the anus and lower part of 
the rectum, plastic reconstruction or 
reinforcement of the perineal floor, 
abdominal suspension, fixation, or both, 
of the prolapsed bowel, and obliteration 
of the cul-de-sac. They point out that 
attempts to repair the defect in the 
endopelvic fascia often were associated 
with poor exposure of the defect, and 
thus its closure was impaired. Also, 
these procedures required prolonged 
intraabdominal manipulations. This 
has resulted in the more frequent adop- 
tion of other procedures, especially 
excision of the redundant bowel and 
narrowing of the anal canal. Such 
operations have the advantage in aged 
and debilitated patients of not requiring 
an intraabdominal exposure. In a series 
of nine cases, seven excellent results 
were obtained, in one the result is 
classed as good, and in the ninth a 
partial recurrence developed. 


Tactile Intracardiac Surgery. 


C. P. Battey et alii (Dis. Chest, July, 
1952) describe a variety of surgical 
operations upon the interior of the 
beating, functioning heart, carried out 
by means of a finger introduced into 
the heart and used to guide special 
instruments introduced through the 
same opening or through others. These 
operations include section and dilata- 
tion of valves, the correction of atrial 
septal. defects by invagination of the 
auricles which are then fastened with 
buttons, the correction of ventricular 
septal defects by means of pedicled 
grafts, and the removal of intracardiac 
tumours. 


Blood Clot in Bile Duct Lysed with 
Streptokinase-Streptodornase. 


A. St. JAMES, J. F. CONNELL AND L. M. 
RoussELot (Arch. Surg., June, 1952) 
report the successful treatment of a 
patient in whom obstruction of the 
common bile duct due to blood clot 
developed six days after cholecystec- 
tomy and choledochotomy. A “T’-tube 
had been inserted into the common bile 
duct and drained bile for the first five 
days. On the sixth day blood appeared 


in the “T’-tube and drainage of bile 
ceased. A polythene catheter was then 
passed down the ‘“T’’-tube, and an iso- 
tonic saline solution containing 400,000 
units of streptokinase and 100,000 units 
of streptodornase per litre was instilled 
continuously at the rate of two drops 
per minute. After three days the 
drainage fluid became bile-stained, and 
the icterus gradually subsided. Prior to 
this treatment a cholangiogram failed 
to show dye in either the duodenum 
or the hepatic ducts, but when it was 
repeated six days later dye was present 
in both. A similar method has also 
been used to relieve acute urinary 
retention secondary to blood clots in 
the bladder following suprapubic 
prostatectomy. 


Csophagitis After C&sophago-Gastric 
Anastomosis. 


H. R. RIptey, A. M. OLSEN AND J. W. 
KIRKLIN (Surgery, July, 1952) report 
a follow-up study of 65 patients who 
had undergone cesophago-gastrostomy 
or cardioplasty. Twenty-eight sub- 
sequently developed positive signs of 
peptic cesophagitis or cesophageal 
stricture, and another 12 developed 
symptoms suggestive of these con- 
ditions. The authors state that the 
incidence is exaggerated because of the 
mode of selection of cases. 


Periosteal Chondroma. 


L. LICHTENSTEIN AND J. E. HALL (J. 
Bone & Joint Surg., July, 1952) report 
six cases of periosteal chondroma, 
occurring on hands, feet, tibia and 
humerus, and discuss the pathology and 
prognosis of the condition. They 
describe it as a_e slowly” growing, 
innocent neoplasm of comparatively 
small size, which develops within and 
beneath the periosteal connective tissue 
and characteristically erodes and in- 
duces appreciable sclerosis of cortical 
bone, a feature which makes its X-ray 


appearance characteristic. It occurs 
in chiidren and adults and develops 
as a slightly tender, lobulated, 


cartilaginous tumour. The treatment 
is local excision, and in their cases 
the authors have found no evidence of 
local recurrence. 


Massive Peptic Ulcer Hzemorrhage. 


H. T. CasweE.u et alii (Am. J. Surg., 
July, 1952) review 57 cases of massive 
peptic ulcer hemorrhage, treated 
initially by adequate blood replacement, 
and then by dietary and alkali therapy. 
Continuance or recurrence of manifest 
bleeding constituted their indication for 
surgery. Sixteen of their patients 
required surgery; 15 underwent partial 
gastrectomy, with two deaths, Nine 
of the patients operated on had chronic 
penetrating ulcers of the duodenum or 
lesser curvature of the stomach. Six 
non-surgical deaths occurred; in five 
the patients had surgically amenable 
lesions, four being chronic penetrations. 
The authors state that an ulcer with 
penetration and massive hemorrhage is 
pathologically and anatomically un- 
suited for medical therapy. 


Fractures of Femoral Shaft. 


BE. A. BrRAv AND V. H. JEFFRESS (Am. 
J. Surg., July, 1952) compare 21 femoral 
shaft fractures treated by traction 
suspension and 21 similar fractures 
treated by open intramedullary nailing. 
They discuss their selection of patients, 


limiting their choice to those with 
fractures of the middle three-fifths of 
the shaft, and describe their technique 
of intramedullary internal fixation. 
They state that the average time in 
bed has been reduced by use of 
internal fixation from 25:0 to 5°5 weeks, 
and the time in hospital reduced from 
44-1 to 16°7 weeks. Primary bone 
healing was better and final functional 
results were much better than with 
intramedullary nailing. 


Peripheral Vascular Injury. 


F. P. Anssro et alii (Am. J. Surg., 
July, 1952) discuss the innervation of the 
vessels of the lower limbs, and discuss 
the adverse effects of vasospasm accom- 
panying vascular injury. They describe 
a method of overcoming vasospasm by 
continuous spinal anesthesia. They 
report a case in which spinal anes- 
thesia was maintained for eleven days 
in a patient with injury to the popliteal 
artery. Temperature and colour were 
maintained at almost normal level, and 
the end result in the limb was most 
satisfactory. 


Coarctation of the Aorta. 


F. GLENN AND W. D. O’SULLIVAN (Ann. 
Surg., November, 1952) report 18 cases 


of coarctation of the aorta, treated 
surgically, and review the literature. 
They point out that the mechanism 


of the hypertension is not fully under- 
stood, but that the renal factor may be 
predominant. Their review includes 
300 cases with a mortailty of less than 
10%. They conclude that it is evident 


that prolonged delay in operating on 
individuals with this condition may 
deprive them of some of the benefits 
of surgery. 


Electrolyte Absorption with Uretero- 
Enterostomy. 


B. EISEMAN AND E. M. BRICKER (Ann. 
Surg., November, 1952) report a series 
of blood chemistry studies on 32 
patients with bilateral uretero- 
enterostomies following major pelvic 
surgery. They showed that urea and 
chloride absorption from a loop of 
intestine increased in proportion to the 
initial concentration and the time the 
fluid was retained in the loop. It was 
also increased by increasing the area 
of intestinal mucosa exposed to the 
urine. They conclude that minimal 
electrolyte absorption is achieved in 
these cases by increasing the fluid 
intake to ensure dilute urine, and by 
anastomosing the ureters to a _ short 
length of isolated ileum, which in turn 
empties directly into a Rutzen bag, the 
ileal loop being used as a conduit, not 
as a reservoir for urine. 


Funnel Chest. 


F. Gorpon Kina (Ann. Surg., Novem- 
ber, 1952) reports six cases. of 
funnel chest treated surgically, with 
apparently good results, and without 
mortality. The patients, in addition 
to the deformity and associated psycho- 
logical inferiority, complained of poor 
appetite, retarded gain in weight, and 
severe acute upper respiratory infec- 
tions with slow recovery. The plastic 
procedure consists of division of the 
substernal ligament, resection of the 
lower costal cartilages and manubrio- 
sternal osteotomy. The author empha- 
sizes the danger of tension pneumo- 
thorax in the post-operative phase. 
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British Medical Association Mews. 


MEETING OF THE FEDERAL COUNCIL. 








A MEETING of the Federal Council of the British Medical 
Association in Australia was held at the William H. Crago 
Council Chamber, British Medical Association House, 135 
Macquarie Street, Sydney, on February 23, 24 and 25, 1953, 
Dr. A. J. CoLuins, the President, in the chair. 


Representatives. 


The following representatives of the Branches were 
present: 
New South Wales: Dr. A. J. Collins, D.S.O., M.C., Dr. 
aaoe Simmons, Dr. H. R. R. Grieve, Dr. A. J. Murray, 
Queensland: Dr. A. E. Lee, Dr. H. W. Horn. ; 
South Australia: Dr. L. R. Mallen, Dr. C. O. F. Rieger. 
Tasmania: Dr. J. B. G. Muir, Dr. G. M. W. Clemons 
(substitute for Dr. T. Giblin). 
Victoria: Dr. H. C. Colville, Dr. Charles Byrne, Dr. Robert 
Southby. 
Western Australia: Dr. H. Leigh Cook, Dr. D. E. Copping. 
The President, Dr. A. J. Collins, welcomed Dr. Copping 
as a new member of the Council, and Dr. Clemons. 


The President referred to the years of service which Dr. 
F. W. Carter had given to the Federal Council, and to his 
willingness to undertake the journey from Western Aus- 
tralia to serve not only on the Council itself, but on many 
of its subcommittees. His wise counsels would be missed 
by all those who had worked with him. He moved from 
the chair the following motion, which was carried 
unanimously: ; 

That the Federal Council place on record its 
appreciation of the outstanding work which has been 
done in the past by Dr. F. W. Carter, and convey to 
him the very best wishes of the members of the 
Federal Council for the future for his own health 
and for that of his wife. 


Election of Office Bearers. 


Only one nomination for the office of President for the 
ensuing twelve months had been received, that of Dr. A. J. 
Collins, who was declared elected. 

Only one nomination for the position of Vice-President 
had been received, that of Dr. H. C. Colville, who was 
declared elected. 

Only one nomination for the office of Treasurer had been 
an sg that of Dr. W. F. Simmons, who was declared 
elected. 


Annual Report. 


At the meeting of the Federal Council in August, 1952, it 
was resolved that the first meeting of the Council in each 
year should be regarded as the annual meeting, and that 
at that meeting the annual report and financial statement 
should be presented. At the meeting in August, 1952, there- 
fore, no annual report was presented. The annual report 
which was presented by the President therefore covered a 
period of eighteen months. The report was taken as read, 
received and adopted. 


Finance. 


The financial statement and balance sheet of the Federal 
Council as at December 31, 1951, were received and adopted. 


Dr. W. F. Simmons, the Honorary Treasurer, pointed out 
that the financial position of the Federal Council was 
satisfactory. There was an excess of income over expenditure 
for the year ended December 31, 1952, of some £653. At the 
same time the Federal Council had certain commitments in 
the near future which would involve a good deal of 
expenditure, and although it was improbable, it was possible 
that an extra meeting of the Council might be needed during 
the twelve months. Dr. Simmons also presented the Aus- 
tralasian Medical Congress (British Medical Association) 
Accumulated Funds Account. He pointed out that it was 
not possible to make an exact statement on the present 
position, because the executive committee of the eighth 
session had not been able to close their accounts. This 
would soon be done, and he expected that a substantial 
ony would be added to the balance already existing in the 

und. ; 
Dr. Simmons presented a statement setting out the per 
capita payments of the Branches up till the time of the 
meeting. The statement included an estimate of expenses 
to December 31, 1953. 


Dr. Simmons presented a statement of the Federal 
Organization Fund; the statement was received. 

Dr. Simmons referred to the Federal Independence Fund, 
which had been discussed at the two previous meetings of 
the Federal Council. Members of the Council were reminded 
that when the fund was established, a promise was made 
to contributors that the residue of the fund would be 
returned to them on a pro rata basis when the money was 
no longer needed. At the meeting of the Federal Council in 
August, 1952, it had been resolved that contributors be 
communicated with individually and informed that the 
Federal Council was ready to return the residue of their 
contributions to them pro rata. At the same time it was 
resolved that individual contributors should be informed 
that the Federal Council thought that the need for such 
a fund continued, and that contributors should be invited 
to leave at the disposal of the fund the balance to which 
they were entitled. The General Secretary explained that 
the work involved in carrying out the determination of the 
previous meeting of the Federal Council had been consider- 
able, but that the communications were all ready for dis- 
patch. Or discussion it was suggested that the decision of 
the previous meeting should be reviewed, and that con- 
tributors should be asked to allow the money to remain. 
Dr. H. C. Colville said that he thought some delay perhaps 
was justified on review of the present situation, and asked 
what other procedure could be adopted. He thought that 
some amount of each contribution remaining should perhaps 
be returned as a gesture of good faith. He agreed that the 
money which remained might be needed, and perhaps a good 
deal more, but thought that in these circumstances more 
would have to be asked for. He thought that possibly those 
who had had a residue returned to them would be more 
ready to subscribe if a future emergency arose. In other 
words, a partial return of contributions might reassure con- 
tributors and act as an incentive for future action. The 
Victorian Branch Council had received inquiries from several 
members about the return of the unused residue. Dr. A. E. 
Lee said that he thought that if a letter was written to 
contributors setting out the position, few demands for 
return of contributions would be made, Dr. A. J. Murray 
agreed with Dr. Lee’s views. Dr. J. B. G. Muir said that the 
Tasmanian Branch Council had discussed the position and 
had unanimously agreed that the money should be kept in 
the fund, except in the case of any contributor who was in 
distress. The Western Australian Branch was in accord 
with the resolution adopted in February, 1952. It was 
finally resolved that the resolution of the Hobart meeting in 
February, 1952, should be implemented—namely: 

That the contributors to the Federal Independence 
Fund be communicated with individually to the effect 
that the Federal Council is ready to return to them 
pro rata to their contributions the balance in credit. 
Further, the Federal Council decides that such 
individual contributors should be informed that the 
Federal Council considers the need for such a fund 
positively continues, and that each contributor 
should be invited therefore to leave the balance to 
which he is entitled at the disposal of the fund. 

The drafting of a letter embodying this decision was 
left in the hands of the President and the General Secretary. 
Dr. W. F. Simmons also presented statements on the Henry 
Simpson Newland Prize Fund and on the Entertainment 
Fund. The statements were received. 


Medical Officers’ Relief Fund (Federal). 


On behalf of the trustees of the Medical Officers’ Relief 
Fund (Federal), Dr. W. F. Simmons presented a report for 
the twelve months ended December 31, 1952. He pointed out 
that the fund, which was started in 1918, was still active. 
The total assets of the fund were still £8074. Three loans 
were outstanding, amounting in all to £1231 1s. 10d. One 
debtor, who owed £505, had recently died, and it was expected 
that the final dividend from his estate would be very small. 
The report was adopted. 


Federal Medical War Relief Fund. 


On behalf of the trustees of the Federal Medical War 
Relief Fund, Dr. W. F. Simmons presented a report for the 
twelve months ended December 31, 1952. Dr. Simmons 
pointed out that the total assets of the fund at December 31, 
1952, amounted to £19,301 3s. 5d. He said the amount paid 
to thirteen beneficiaries in the year was £1241 4s. In 
accordance with a resolution of the last meeting of the 
Federal Council, a further appeal was made to members of 
the Branches for donations to the fund, and a sum of £1357 
had been received. Dr. Simmons reported that he had 
received from the Medical War Relief Fund Committee of 
the Parent Body a sum of £500 English currency as a 
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donation to the fund. This gift had been prompted by a 
statement in the report of the August, 1952, meeting of the 
Federal Council, published in THe MeEpicaL JOURNAL OF AUS- 
TRALIA, to the effect that an appeal was to be made to mem- 
bers for further donations. The General Secretary said 
that he had written to the Parent Body explaining the 
position of the fund, and thanking them for their action. 
The Federal Council resolved to convey to the Medical War 
Relief Fund Committee of the Parent Body the Council’s 
gratitude and appreciation for its very generous action. 


Honours. 


The General Secretary reported that he had sent con- 
gratulations on behalf of the Council to the following 
medical practitioners who had been honoured by Her Majesty 
Queen Elizabeth II: Sir Norman McAlister Gregg, K.B.; 
Sir Edmund Britten Jones, K.B.; Sir Peter MacCallum, K.B.; 
Major-General F. Kingsley Norris, C.B.; Dr. A. E. Rowden 
White, C.M.G. 


Medical Practice in Australia: Inquiries from 
Practitioners Overseas. 


The General Secretary reported that he had received from 
practitioners overseas inquiries about the possibilities of 
medical practice in Australia, and had tried to supply the 
information required; but he explained that this was not 
always an easy task. In support of this statement he read 
one or two of the letters that he had received. 


Philippine Surgical Congress. 


The General Secretary reported that he had received from 
the Legation of the Philippines a communication advising 
the Federal Council of the holding by the Philippine College 
of Surgeons of the second Philippine Surgical Congress from 
December 2 to 6, 1952. He had been in communication with 
a member of the New South Wales Branch who thought that 
he might have acted as representative, but this had not been 
possible. 

Philippine Medical Association. 


The General Secretary said that he had received a letter 
from the Philippine Medical Association, advising the Federal 
Council of the holding of the forty-sixth (Golden Jubilee 
Year) annual meeting of the association, and asking if the 


British Medical Association in Australia could be repre- 
sented. The General Secretary had sent the letter to the 
Branches. 


Australian Hospital Association. 


The General Secretary said that he had received a letter 
from the Australian Hospital Association, advising the 
Federal Council that the International Hospital Federation 
would hold the eighth International Hospital Congress at 
London on May 25 to 30, 19538, and asking whether any 
member of the British Medical Association would care to 
represent the Australian Hospital Association at the con- 
gress. Dr. L. R. Mallen said that he had attended one of 
these congresses as representative of the South Australian 
Government. Representatives could be sent only by bodies 
which belonged to the International Hospital Federation. 
Some of the representatives were medical practitioners and 
some were not. The Federal Council resolved to advise the 
Australian Hospital Association that Dr. C. H. Dickson 
would be pieased to represent the Australian Hospital 
Association at the congress. 


Medical Association of Israel. 


The General Secretary reported that he had received a 
letter from the Medical Association of Israel inquiring about 
income deductions allowed to medical practitioners in Aus- 
tralia when making their income tax returns. He said that 
he had supplied the necessary information. 


The New York Eye and Ear Infirmary. 


A letter had been received from the New York Eye and 
Ear Infirmary, asking for a list of ophthalmological institu- 
tions in Australia. The inquiry had been referred to the 
Ophthalmological Society of Australia. 


The Australian Federation of Medical Women. 


A letter was received from the South Australian Branch 
inquiring into the status of the Australian Federation of 
Medical Women. The Secretary had replied that the federa- 
tion was a reputable body and did represent the medical 
women of Australia; there was no doubt as to its bona fides. 


National Society for Medical Research. 


The General Secretary reported that he had received a 
communication from the National Society for Medical 


Research seeking information in regard to the laws affecting 
animal experimentation in Australia. He had communicated 
with the Branches and had collected the necessary informa- 
tion; he would send it to the inquiring body. 


Australian Dietetic Council. 


The General Secretary reported that he had received a 
communication from the Australian Dietetic Council 
inquiring whether the Federal Council would support its 
representations to the Minister for Health for the Free Milk 
Scheme for School Children to be extended so that it would 
include pregnant and nursing women. The matter had been 
referred to the Branches. The Victorian Branch had replied 
that it was not in favour of the suggestion, and the same 
reply was received from the Queensland Branch. The New 
South Wales Branch had left the matter in the hands of its 
delegates. In discussion the view was expressed that the 
scheme was impracticable. The Federal Council resolved 
that the Australian Dietetic Council should be informed that 
after full consideration it could not support the request. 


Western German Medical Association. 

The General Secretary said that he had received a letter 
from the Western German Medical Association (Arbeits- 
gemeinschaft der westdeutschen Arztekammern) forwarding 
a copy of the identity card of members, and asking that 
every support and help should be extended to holders of 
such cards when they were travelling abroad. The request 
was noted. 

Union of German Doctors. 

The General Secretary said that he had received a letter 
from the Union of German Doctors (Verband der Arzte 
Deutschlands) forwarding a copy of its journal, Der deutsche 
Arat, asking if it could receive the official journal of the 
association in exchange. The Federal Council resolved that 
the matter should be left in the hands of Dr. L. R. Mallen, 
who would report at the next meeting of the Federal Council, 
when he had attended the council meeting of the World 
Medical Association. 


Accusation Against Physicians in Russia. 


A letter was received from the Medical Association of 
Israel enclosing a statement published in connexion with 
the accusations brought against physicians in Russia. After 
discussion it was resolved that the Medical Association of 
Israel should be informed that consideration of the matter 
had been deferred pending a report from the representative 
of the Federal Council on the council of the World Medical 
Association. 


Australasian Medical Congress (British Medical 
Association). 
Seventh Session. 


The General ‘Secretary reminded members of the Federal 
Council that at the seventh session of the Australasian 
Medical Congress (British Medical Association), held in 1950, 
discussion had taken place on the institution of a standard 
form for certification of the blind. He reported that he had 
just received a copy of the form to be used for this purpose. 


Eighth Session. 

The Federal Council considered resolutions forwarded to 
it from the plenary session and from the meetings of sections 
of the eighth session of Congress. 

The first resolution was from the Section of Naval, Military 
and Air Force Medicine and Surgery, and was as follows: 

That the Section recommends to the Federal 
Council that an approach be made to the deans of 
the various medical schools throughout Australia, 
in order that adequate instruction in the medical 
examination of apparently healthy individuals who 
may be applicants for the services shall be intro- 
duced into the undergraduate medical curriculum. 

The General Secretary said that this resolution had been 
submitted to the Branches, and he had received replies. 
The Victorian Branch said that the suggestion was impractic- 
able, and that the responsibility for the instruction of 
examiners should be assumed by the services. The Western 
Australian Branch said that no good purpose would be 
served if the suggestion was adopted. The South Australian 
Branch replied that it was unnecessary to include such 
instruction in the university curriculum. The Tasmanian 
Branch approved the suggestion, as did the Queensland and 
New South Wales Branches. Putting the Victorian point of 
view to the Federal Council, Dr. H. C. Colville said that the 
resolution had been adopted by the council in the absence 
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of the Director-General of Medical Services, Major-General 
F. Kingsley Norris, who was one of its members. Later he 
had been critical of the action of the council, as he was 
chairman of the section by which the resolution was adopted 
at Congress. The matter had been reopened at the council 
meeting, because Major-General Norris wished to have an 
opportunity to speak on the matter. A further debate had 
taken place, but the council had reaffirmed its previous 
decision. Dr. Colville therefore moved, and Dr. C. Byrne 
seconded, a motion to the effect that the Federal Council 
considered that the suggested instruction of undergraduates 
was impracticable, and that the responsibility of instructing 
examiners should be assumed by the services. In reply to a 
question by Dr. A. J. Murray, Dr. H. C. Colville said that in 
the Royal Australian Air Force, Air Vice-Marshal Hurley 
had had special teams of examiners for the examination of 
recruits. Dr. H. W. Horn, putting the Queensland point of 
view, said that the examination of a recruit for military 
service was really the examination of a healthy individual, 
and it was this which made the Queensland Council support 
the suggestion. The General Secretary said that in an acute 
emergency in wartime the problem might be very difficult, 
and examiners hard to find. He had had experience of this 
during the war of 1939-1945, when he served on the staff 
of the Deputy Director of Medical Services, Colonel A. M. 
McIntosh, in New South Wales. The examination in con- 
nexion with the present call-up was very satisfactory, and 
this he thought was because the examinations were con- 
ducted by medical officers who had seen active service, and 
knew what was required. The President said that he thought 
certain points in connexion with the examination of recruits 
required emphasis: for example, the far-reaching effects of 
a mistake at an initial examination should be brought home 
to potential examiners. Dr. Robert Southby said that the 
problem was a post-graduate and not an undergraduate one. 
Dr. H. C. Colville’s motion was put to the meeting and 
carried. 

The second resolution from Congress came from the 
Section of Orthopedics and Physical Medicine and was as 
follows: 

That the Federal Council be approached to con- 
sider recommendations that the existing law be 
altered, where necessary, to provide that legal 
actions for damages against medical practitioners, or 
allegations of negligence, be decided by a judge and 
not by a lay jury. 


The General Secretary said that the matter had been 
referred to the Branches, and that the Victorian, Western 
Australian and South Australian Branches supported the 
proposal. The Queensland Branch thought that the present 
was not the time for consideration of the matter, and the 
New South Wales Branch reported that a committee was 
at present investigating the subject. On the motion of Dr. 
A. J. Murray, seconded by Dr. H. W. Horn, it was resolved 
that consideration of the matter should be deferred. 


The third Congress resolution came from the Section of 
Pediatrics and was as follows: 
Immunization against pertussis and diphtheria 
should be commenced at the age of four months. 


The General Secretary said that the Victorian and the 
Western Australian, the South Australian, the Queensland 
and the New South Wales Branches all supported the sug- 
gestion. The New South Wales Branch had asked Dr. 
Edgar Thomson to make a report on the subject, and his 
report was read by the General Secretary. The President 
suggested that the National Health and Medical Research 
Council might discuss the matter. He pointed out that Dr. 
F. G. Morgan, the director of the Commonwealth Serum 
Laboratories, was a member of the council. Dr. Robert 
Southby pointed out that one of the main reasons for early 
immunization was the original work which had been carried 
out by Dr. McCloskey in Victoria. This work was supported 
by Sir Macfarlane Burnet. After further discussion the 
Congress resolution was adopted by the Federal Council. 


The fourth resolution of Congress came from the plenary 
session which dealt with the mass management of burns, 
and was as follows: 


That this meeting recommend to the Federal 
Council of the British Medical Association that the 
attention of the Federal Government be drawn to the 
total unpreparedness of Australia to deal with a 
national disaster, especially of atomic nature, and 
that there is no material supply, there are no 
resuscitation centres and there are few personnel 
trained in the treatment of burns or shock; and that 
the Federal Government be asked to implement as 
a matter of urgency the stock-piling of material 


supply, the establishment of resuscitation centres 
and the training of personnel in_ resuscitation 
measures. 

Dr. H. C. Colville said that the resolution was not quite 
justified. The Planning Committee had had the duty of 
dealing with this matter, and its proceedings were neces- 
sarily secret. The Victorian Branch Council had expressed 
the opinion that no one had sufficient information to give 
an opinion on the subject except the members of the Plan- 
ning Committee. Dr. H. C. Colville and Dr. C. H. Byrne 
were the Federal Council’s representatives on the committee. 
Dr. Colville thought that adoption of the Congress resolution 
by the Federal Council would make it look ridiculous. Dr. 
A. E. Lee wanted the matter deferred. The South Aus- 
tralian Branch agreed in principle with the views expressed 
by the Victorian Branch. The President suggested that the 
attention of the Federal Council’s representatives on the 
Planning Committee should be drawn to the statements in 
this resolution, and the Federal Council adopted a resolution 
to this effect. 

The General Secretary said that he had received copies of 
the final report of the Executive Committee of the eighth 
session, together with reports from the convenors of some 
of the Congress subcommittees. The report was considered 
by the Federal Council. It was resolved to extend to the 
Executive Committee its thanks for the comprehensive 
report. 


Ninth Session. 

A letter was received from the New South Wales Branch 
nominating as president of the ninth session Dr. A. 
Collins, D.S.O., M.C. The Federal Council accepted the 
nomination and appointed Dr. Collins president. Dr. Collins 
thanked the members of the committee for the confidence 
reposed in him. 


Australasian Medical Publishing Company, Limited. 


The General Secretary said that he had received from the 
secretary of the Australasian Medical Publishing Company, 
Limited, a letter conveying a decision of the directors that, 
commencing from January 1, 1953, the per capita payment 
for THE MEDICAL JOURNAL OF AUSTRALIA should remain at 
£1 per annum, but that 10s. instead of 15s. should be in 
payment for the journal, and the balance of 10s. should be 
applied. towards the purchase by the Branches of Series E 
debentures. 

The General Secretary referred to a letter received from 
the Australasian Medical Publishing Company, Limited, with 
which was forwarded the copy of a letter sent by the Chair- 
man of Directors to the Branches in Australia in connexion 
with the proposed publication in Australia of the magazine 
Family Doctor. The Western Australian Branch had asked 
that the matter should be considered at the next meeting of 
the Federal Council. The General Secretary reported that 
no further moves had been made in the matter. 

The General Secretary reported that the usual correspon- 
dence had taken place with the Australasian Medical Pub- 
lishing Company, Limited, in connexion with the publication 
for 1953 of the list of members of the British Medical 
Association in Australia. 


Pharmaceutical Benefits Act, 1947-1950. 


The Federal Council had before it a copy of the Bill intro- 
duced into the House of Representatives to amend the 
Pharmaceutical Benefits Act, 1947-1950, together with a copy 
of the speech made by the Minister for Health in the House 
on October 7, 1952. It was noted that for the year ended 
June 30, 1952, pharmaceutical benefits paid from the National 
Welfare Fund through approved chemists, doctors and 
private hospitals totalled £6,699,002. Altogether 6,512,826 
prescriptions had been written. In addition £598,239 were 
paid through public hospitals and other instrumentalities. 
It was noted that one clause in the Bill had to do with the 
appointment of committees. The particular clause was as 
follows: 

A committee established under this section shall not 
inquire into, or advise or report upon, a matter con- 
cerning the conduct of (a) medical practitioners, or a 
particular medical practitioner; or (6) pharmaceutical 
chemists or a particular pharmaceutical chemist, unless 
all the members of the committee who take part in the 
proceedings of the committee in relation to the matter, 
other than a member who is an officer of the Public 
Service of the Commonwealth, are medical practitioners 
or pharmaceutical chemists as the case may be. 

Reference was made to Regulation 14A,.and a communica- 
tion was read from the Minister advising that, before any 
alteration was made to the list of restricted drugs, the 
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present practice of referring the matter to the Pharma- 
ceutical Benefits Advisory Committee would be continued. 


Attention was drawn to the publication of certain notices 
controlling the use of certain drugs for certain specific con- 
ditions. On inquiry from Dr. W. F. Simmons, the President, 
who is a member of the Pharmaceutical Benefits Advisory 
Committee, replied that the inclusion of the drugs mentioned 
had been initiated by the committee. It was also noted that 
with the introduction of the proposed new Act, all these 
drugs would be “wiped”. 


The General Secretary read a letter from the New South 
Wales Branch dealing with a_ resolution adopted by the 
Branch Council on October 7, 1952. This resolution was to 
the effect that the Federal Council should give consideration 
to referring the matter of the accreditation of drugs pro- 
posed to be added to the list of pharmaceutical benefits to 
the Federal Medico-Pharmaceutical Liaison Committee for 
recommendation, that manufacturers of pharmaceuticals, on 
applying for the inclusion of a product in the list of pharma- 
ceutical benefits, should present proof of their claim in 
respect of such products by means of a certificate from an 
approved laboratory. that the product fulfilled the claims 
made for it, or that it conformed to the prescribed standard, 
and that approved laboratories should be set up in the 
universities by means of a special government grant for 
the purpose. The General Secretary said that the matter 
had been referred to the Branches. The Tasmanian Branch 
endorsed the New South Wales Branch’s suggestion. The 
Victorian Branch approved the principle enunciated in the 
letter, but thought that the responsibility rested with the 
Director-General of Health. The South Australian Branch 
agreed with the principle, but could not agree that the 
matter was a function of the committee. The Queensland 
Branch agreed with the New South Wales Branch sug- 
gestion. The Western Australian Branch agreed with the 
Victorian Branch that the matter was really one for the 
Government, and that what was needed was a therapeutic 
substances Act. Dr. W. F. Simmons said that pharmacists 
.were supplied with a basic price list. Some preparations 
were below and others were above the line. There was, he 
said, no doubt that what he called “backyard firms” produced 
drugs which were below standard. He thought that the 
problem was a serious one, and that the committee should 
obtain agreement among the States. After further dis- 
cussion it was resolved, on the motion of Dr. A. J. Murray, 
that it should be a recommendation to the Minister for 
Health that he should introduce a Therapeutic Substances 
Act for the purpose of ensuring that pharmaceutical 
products should conform to an approved standard. The 
Federal Council also resolved, in the terms of the New 
South Wales Branch letter, that it should be a recommenda- 
tion to the Minister for Health that manufacturers of 
pharmaceuticals should produce to the Department of Health, 
on their claim in respect of such product, by means of a 
certificate from an approved laboratory, that the product 
fulfilled the claim made for it, and that it conformed to the 
prescribed standard. 

The Federal Council then discussed the supply to medical 
practitioners for use in their bags of pharmaceutical benefits. 
Dr. Leigh Cook and Dr. L. R. Mallen were appointed a sub- 
committee to report on a list for the purpose. At a later 
stage of the meeting Dr. Mallen and Dr. Cook presented a 
list that was adopted by the Federal Council. The list had 
been revised by them from one previously under considera- 
tion by the council. 

Medical Planning. 
Pensioner Medical Service. 

The Federal Council had before it a letter from the 
Minister for Health dated September 30, 1952. In this letter, 
after acknowledging the acceptance by the profession of the 
Government proposal that the fees payable to doctors 
participating in the Pensioner Medical Service should be 
9s. per surgery consultation and lis. per domiciliary visit 
for a period of three years as from January 1, 1952, the 
Minister stated that he took it that the profession agreed to 
continue to make every effort during the three-year period 
to implement effectively the suggestions made by the Federal 
Council to obviate the various abuses which had become 
evident. The Minister also asked for confirmation of the 
Federal Council’s agreement to the continued inclusion in 
the Pensioner Medical Service of all blind pensioners receiv- 
ing invalid pensions under the provisions of the Social 
Services Consolidation Act, notwithstanding the recent 
modification of the means test in respect of that class of 
pensioner. The Minister went on to discuss a suggested 
variation of the present mileage agreement, and stated that 
the Commonwealth was prepared to pay a mileage fee of 
2s. where the mileage travelled beyond a radius of three 


miles from the doctor’s surgery and within his area was 
less than half a mile. The Minister referred to the Federal 
Advisory Committee’s recommendation for further modifica- 
tion of the mileage rates, to provide for the Commonwealth 
to accept responsibility for the payment of mileage at the 
full rate of 5s. per mile one way, from thirteen miles from 
the doctor’s surgery and within his area. He said that this 
had been considered by the Federal Treasurer and himself, 
and was not acceptable to the Commonwealth. 

In the discussion on this letter, the opinion was expressed 
that the liberality of the profession to the Pensioner Medical 
Service weuld need reconsideration. There were some 3150 
blind pensioners. The New South Wales Branch expressed 
the view that the number should not be extended in the 
absence of any means test. The Victorian Branch referred 
to the agreement with the Government in regard to rates 
for attendance and stated that this implied that there would 
be no alteration in the general terms and conditions for a 
period of three years. The Western Australian Branch 
thought that in the absence of a means test the position 
should be reviewed later on. The South Australian Branch 
was not in favour of the Minister’s suggestion. The Queens- 
land Branch agreed, but thought it should be made quite 
obvious that the profession was making more than a minor 
concession. After further discussion it was resolved that 
the Minister for Health should be informed that in the 
opinion of the Federal Council the agreement with the 
Government that the fees under the Pensioner Medical 
Service would remain unchanged for three years implied 
that there would be no alteration in the categories of 
pensions or conditions of service during that period, and 
furthermore, that the Federal Council was unwilling that 
any group of persons should be added to the list of 
pensioners eligible for pensioner medical service without a 
means test or as a result of liberalization of the means test. 
On the question of mileage, the Federal Council resolved 
that the Minister for Health should be informed that the 
Federal Council was of the opinion that the decision of the 
Government on payment of mileage made an invidious dis- 
tinction between city and country pensioners, and asked 
that the Federal Council’s submission on payment of mileage 
should be given further consideration. 

The Minister, in his letter of September 30, 1952, called 
attention to the draft provisions for regulations governing 
the establishment of powers of the Pensioner Medical Service 
Federal Advisory Committee and State Committees of 
Inquiry, and stated that action had been taken to have the 
necessary legislation promulgated. 

The Federal Council had before it a legal opinion which 
had been obtained by the Victorian Branch. In this opinion 
it was pointed out inter alia that the Committee of Inquiry 
had generally to act in a quasi-legal capacity. It lacked the 
power to impose penalties upon medical practitioners, and 
had only the power to report. At the same time, the 
administration of the regulations envisaged a certain legal 
knowledge and experience, by the committee. Some know- 
ledge of the law of evidence would be needed by the com- 
mittee. Its operation could easily conflict with another 
regulation, Regulation 15, which stated that the committee 
was not bound by rules of evidence. Another regulation 
afforded a weakness, in that it gave the same protection to 
a witness as in any matter before the High Court. This 
again presupposed legal knowledge on the part of the mem- 
bers of the committee. It was clear that the committee 
would be called upon to make decisions of a legal nature. 
If the committee was to act in the quasi-legal manner 
mentioned, the regulations should provide the committee 
with legal assistance, and any medical practitioner appearing 
before it should have the same right. The problem also 
arose as to the action which a member of the committee or 
the committee itself should take in the event of disclosure 
of legal offences or of professional malpractice which were 
not matters being inquired into under the regulations. Dr. 
H. W. Horn said that he thought the Minister would give 
explicit instruction. It was possible that he might have a 
complete answer to the Victorian legal opinion. Dr. W. F. 
Simmons thought that the Victorian Branch should be 
thanked for having obtained the legal opinion. He thought 
that it would be beneficial if the professional committees 
could be retained. Dr. J. B. G. Muir asked whether the 
findings of a committee could be used in evidence in an 
appeal. He was told that an appeal would be a de novo 
hearing. Dr. H. R. R. Grieve said that he had been the 
member of a medical board for fifteen years, and the only 
occasion on which things had been made difficult for a 
medical practitioner was when he had legal representation. 
Dr. H. C. Colville said that two matters called for enlighten- 
ment. The first was the decision of members of a com- 
mittee in case of an appeal—whether they would be liable 
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to be called as witnesses and cross-examined on the decision. 
The second related to the duty of a committee if they dis- 
covered crimes or misdemeanours which had nothing to do 
with the terms of reference of the committee. He thought 
the Minister should define this. The Federal Council resolved 
first of all that the Victorian Branch should be thanked for 
having obtained the opinion of its legal advisers. It then 
resolved that inquiries should be made of the Minister for 
Health as to (a) whether members of the committees of 
inquiry would be cailed upon to give evidence in the event 
of an appeal to the Supreme Court; (b) the duties of mem- 
bers of a committee who during the course of an inquiry 
into any matter referred to it by the Minister for Health 
or Director-General of Health in respect of, or arising out 
of, the provision of medical services, pensions and other 
benefits to pensioners and their dependants, obtained 
information that the practitioner had committed a serious 
offence outside the scope of the inquiry. 

A letter was received from the New South Wales Branch, 
in which it drew attention to a letter issued by the Common- 
wealth Department of Health to practitioners who agreed to 
render medical services to pensioners under the scheme 
approved by the Federal Council and the Federal Govern- 
ment. The following statement was made in connexion with 
the scope of the service: “It will extend to certification 
(without additional fee) for friendly society sicknéss benefits 
if required in the course of medical attention.” After dis- 
cussion the Federal Council resolved that the Minister for 
Health should be asked to instruct the Department of Health 
to withdraw the paragraph containing the statement quoted 
from the circular (Form P.M.S. 13) issued to medical prac- 
titioners by the Deputy Director of Health, New South 
Wales, dated October 9, 1952, in regard to National Health 
Service medical services to pensioners. 

A letter had been received from the Minister for Health 
dated January 23, 1953, in which he announced the following 
appointments for Committees of Inquiry from nominations 
submitted by the Federal Council: Federal Committee of 
Inquiry: Dr. A. J. Collins, Dr. H. R. R. Grieve, Dr. J. G. 
Hunter, Dr. W. F. Simmons. New South Wales State Com- 
mittee of Inquiry: Dr. M. S. Alexander, Dr. B. A. Cook, Dr. 
A. W. Morrow, Dr. A. C. Thomas. Victorian State Committee 
of Inquiry: Dr. H. C. Colville, Sir Victor Hurley, Dr. C. 
Byrne, Dr. J. G. Johnson. Queensland State Committee of 
Inquiry: Dr. H. W. Horn, Dr. K. B. Fraser, Dr. G. V. Hickey, 
Dr. H. S. Patterson. South Australian State Committee of 
Inquiry: Dr. F. L. Wall, Dr. C. Yeatman, Dr. C. C. Jungfer, 
Dr. G. L. Bennett. Western Australian State Committee of 
Inquiry: Dr. F. W. Carter, Dr. H. L. Cook, Dr. H. S. Lucraft, 
Dr. H. J. Gray. Tasmanian State Committee of Inquiry: Dr. 
M. G. Edison, Dr. L. F. Gollan, Dr. R. A. Godfrey-Smith, Dr. 


K. M. Kelly. 
Medical Benefits and Hospital Benefits. 


The Federal Council had before it the report of a con- 
ference held at Adelaide between representatives of the 
Association and representatives of medical benefits funds 
throughout Australia. The conference was held in Sep- 
tember, 1952. The conference dealt with a wide range of 
subjects including the account forms of medical practitioners, 
the payment of a doctor’s account, the broad principles of 
the Commonwealth medical scheme, the statistical records 
required by the Commonwealth, the cost of administration, 
age limits, general membership conditions, the schedules of 
benefits. The General Secretary said that he had also received 
a letter from the Director-General of Health, inquiring 
whether a uniform method of providing information by 
doctors to registered medical benefits organizations had been 
agreed upon. The General Secretary also read a letter which 
he had received from the New South Wales Branch, drawing 
attention to form HB21, certificate of hospitalization, used 
by members of registered organizations for the purpose of 
making claims for hospital benefits, and requiring that the 
nature of the illness should be stated. The New South Wales 
Branch stated that apart from the fact that the nature of 
the illness became known to all lay members of the hospital 
staff through whose hands the certificate passed, it was 
often not in the interests of the patient that his illness 
should be known even to him. The New South Wales 
Branch asked that the Federal Council would give considera- 
tion to the matter. A good deal of discussion took place 
around these subjects. On the matter of certification, the 
Western Australian and the South Australian Branches con- 
curred with the New South Wales view that no disclosure 
should be made. The Victorian Branch left the matter in 
the hands of its delegates. The Queensland Branch thought 
that there might be circumstances in which a statement of 
the nature of illness would be permissible. Dr. L. R. Mallen 
said that at meetings of the World Medical Association 


Australia had been the subject of considerable criticism, 
because in certain circumstances Australian medical prac- 
titioners had to state on certificates the nature of the 
patient’s illness. Several representatives pointed out that if 
the certificate was filled in and handed to the patient, it 
was no concern of the doctor what the patient did with it. 
Whether he handed it to another person was his respon- 
sibility alone. The Federal Council finally resolved to inform 
the Minister for Health that for the purpose of providing 
uniformity of information by medical practitioners to regis- 
tered medical benefit organizations, the profession could not 
agree to the disclosure of the nature of the illness without 
the authority of the patient. The Federal Council also 
agreed in principle to the pro forma submitted by the 
Adelaide conference, and that for the purpose of securing, 
where necessary, more detailed information of the nature of 
a patient’s illness, special forms should be used by the 
benefit society concerned, which would include the patient’s 
authority for the medical practitioner to disclose details of 
his or her illness. 

On the matter of accounts, the Federal Council resolved 
to inform the Minister for Health that it was firmly of the 
opinion that doctors’ account forms should state only the 
commencing date of treatment of each patient and the 
number of visits or consultations. 

The Federal Council also resolved that the Department of 
Health should be asked to give consideration to amending 
form HB21, so as to provide that the diagnosis should be 
filled in by the patient, who should give authority to his 
medical attendant to confirm the diagnosis if necessary. 

A discussion took place on the subject of doctors’ fees, 
and the view was expressed by representatives that the 
success of the National Health Service would depend largely 
on the stabilization of fees. The Federal Council adopted a 
resolution which stated that, in view of all the available 
information bearing on the question, the Council was con- 
cerned with the need for the stabilization of medical fees, 
especially in view of the fact that the success of the National 
Health Service would depend on such stabilization. It 
requested the Branch Councils to give serious thought to 
means of achieving this purpose. 


The National Health Service Act. 


The General Secretary gave an account of an informal 
conference which had been held between the Minister, the 
President of the Federal Council, Dr. C. Byrne and himself 
on December 18, 1952. At a previous stage in the meeting 
the Federal Council had had a visit from Sir Earle Page, the 
Minister for Health, and an informal discussion had taken 
place. For his part, the Minister for Health appealed to the 
medical profession for their cooperation, in order to make 
the National Health Service Act, which he hoped shortly to 
bring down, a complete success. He explained that he had 
published a booklet dealing with the aims of the Government, 
a copy of which would be distributed to every home in the 
Commonwealth. The Federal Council put before the Minister 
some of its views, and an informal discussion took place. 
The Federal Council expressed the opinion that the schedule 
of medical benefits should be incorporated in the National 
Health Service Act itself, and should not be left to be fixed 
by regulation. The Federal Council also reminded the 
Minister of the view previously expressed to him, that except 
in exceptional circumstances medical benefits should be paid 
only on the production of a medical practitioner’s receipt. 
In regard to committees of inquiry, reference was made to 
the contention that there should be, in addition to a Federal 
committee, one committee in each State to deal with com- 
plaints made against medical practitioners in respect of any 
of the services, pensioner, pharmaceutical and medical 
benefits. Before the Minister’s arrival the Federal Council 
had discussed a proposal previously submitted to it that a 
pharmacist be appointed a member of the Pharmaceutical 
Benefits Advisory Committee. Previously the Federal Council 
had been opposed to this idea, but it decided to raise no 
further objection. The Federal Council therefore informed 
the Minister that it would raise no objection to the appoint- 
ment of a pharmacist to the committee. 

The Federal Council discussed drugs of addiction, morphine 
and pethidine, in relation to the list of pharmaceutical 
benefits, and expressed the opinion that at the present stage 
these drugs should remain on the list. 


The Federal Council also resolved to recommend to the 
Minister for Health that the Government benefit should be 
as set out in the schedule of benefits subject to the proviso 
that the combined Government and medical society benefit 
should not exceed 90% of the doctor’s account. 
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Campaign Against Tuberculosis. 


A communication was received from the College of Radi- 
ologists of Australasia, forwarding a copy of resolutions 
adopted at a council meeting of the College held in Mel- 
bourne on August 30, 1952. The Federal Council approved 
of the resolutions in principle. The first resolution had to 
do with the undertaking of tuberculosis surveys. It was 
pointed out that at the present time many hospitals insisted 
that every patient admitted to its beds should be submitted 
to an X-ray examination of the chest. At some hospitals 
this insistence was extended to the out-patient department. 
The second of the resolutions which the Federal Council 
approved in principle was that the means test should be 
applied to all out-patients referred to the X-ray department 
of a public hospital in those States where the means test 
was at present in being. The College of Radiologists was 
willing to cooperate in genuine tuberculosis case-finding 
schemes of the general population, provided its administra- 
tion was entirely dissociated from hospital X-ray clinical 
departments. It also considered that this examination should 
be confined to the primary detection of cases of pulmonary 
tuberculosis, and that the report should be limited to 
information usually given in such case-finding schemes, 
namely, “normal”, “probably abnormal’, or “faulty film’. It 
was also thought that all films should be reported on by a 
recognized radiologist. 

There were some other matters in the letter of the College 
of Radiologists, but the Federal Council determined that, as 
these related to hospital policy, they should be referred to 
the Branches for an opinion. 


Publicity. 
The Publicity Committee of the Federal Council was 
reappointed as follows: Dr. A. J. Collins, Dr. W. F. Simmons, 


Dr. H. R. R. Grieve, Dr. A. E. Lee, Dr. L. R. Mallen and 
Dr. C. H. Dickson. 


Organization of the Profession. 
Formation of a Special Group. 


The General Secretary reported that he had received from 
Dr. C. Sutherland, of Melbourne, the proposed rules for a 
Special Group, to be known as the Australian Society of 
Allergists (British Medical Association). Approval for the 
formation of the society was given. 


Library Facilities. 


At a previous meeting of the Federal Council, reference 
had been made to a visit overseas by Miss Rolleston, 
Librarian of the New South Wales Branch. The Federal 
Council had undertaken to make a contribution towards the 
cost of her visit. The Federal Council received from the 
New South Wales Branch a copy of Miss Rolleston’s report 
on the visit. This was a comprehensive document, in which 
many aspects of library work were discussed and recom- 
mendations for Australia were made. The Federal Council 
resolved to make a contribution of £250 towards the expenses 
of Miss Rolleston’s visit overseas, and it also resolved to 
convey to Miss Rolleston its appreciation of the very satis- 
factory manner in which she had carried out her investiga- 
tion into library facilities overseas, and its sincere con- 
gratulations on her comprehensive and valuable report. 


British Medical Association. 
The Overseas Subscription. 


A letter was received from the New South Wales Branch, 
forwarding the copy of a letter received from the London 
office, advising that the overseas rate of subscription would 
be two guineas, but that when a case could be established 
that an overseas Branch required a grant in excess of 6s. 
per member, the Council had discretion to add a supple- 
mentary grant of 4s. 6d.—in other words, a total grant of 
10s. 6d. This would leave a net return to be made to 
London of £1 lls. 6d. The Federal Council thought that 
there should be uniformity in the matter, and that the 
amount should be 10s. 6d. 


The Annual Meeting, Cardiff, July 13 to 17, 1953. 


The General Secretary reported that a communication had 
been received from the Parent Body, asking for the appoint- 
ment of a delegate of the Federal Council to attend the 
annual meeting of the Association at Cardiff in July, 1953. 
The Federal Council resolved that Dr. W. W. S. Johnston, 
C.B.E., D.S.O., M.C., E.D., should be its delegate at the 


meeting. 


Medical Conferences. 

The General Secretary reported that he had received from 
the Public Relations Department of the Parent Body a list 
of medical conferences, which were to take place during the 
period January to June, 1953. The list had been sent to the 
Branches. 


British Commonwealth Medical Conference. 


At its meeting in August, 1952, the Federal Council received 
the report of Dr. A. E. Lee, who attended on its behalf the 
British Commonwealth Medical Conference held at Calcutta, 
India, in March, 1952. The General Secretary said that he 
had now received an official report of the conference, and 
that the Federal Council’s share towards its cost was 
£393 Os. 4d. English currency. 


National Health and Medical Research Council. 


The Federal Council had before it the report by Dr. W. F. 
Simmons of the thirty-fourth session of the National Health 
and Medical Research Council held at Canberra on November 
17 to 19, 1952. This report was the subject of a leading 
article in THE MeEpDICAL JOURNAL OF AUSTRALIA of March 14, 
1953. Dr. W. F. Simmons asked the Council to discuss the 
question raised by him in his report of the payment of 
allowances to sufferers from Hansen’s disease. He gave 
particulars of the numbers of sufferers in New South Wales, 
Western Australia and Queensland. It was particularly 
noticeable that of 302 sufferers in Western Australia, no 
less than 272 were full-blooded aborigines. It was pointed 
out in discussion that a full-blooded aboriginal had to pay 
income tax, but was not eligible for a pension from the 
Commonwealth, but that half-blooded aborigines were 
eligible. The Federal Council resolved that a request should 
be made to the Minister for Health that the same social 
service benefits should be allowed to sufferers from Hansen’s 
disease as to sufferers from tuberculosis. 


Commonwealth Department of Health. 


A communication was received from the Director-General 
of Health, advising that the Commonwealth would pay half 
the fare and travelling allowance of £3 3s. per diem to mem- 
bers who were attending meetings of the Federal Council 
and of committees set up for the purposes of Commonwealth 


legislation. 


International Congress on Medical Librarianship. 


At the previous meeting of the Federal Council, reference 
was made to a notification received from the Director- 
General of Health, Commonwealth Department of Health, 
that an International Congress on Medical Librarianship 
was to be held in London during the week commencing 
July 20, 1953, under the presidency of Sir Cecil Wakeley, 
K.B.E., C.B., President of the Royal College of Surgeons 
of England. It was resolved that the matter of representa- 
tion should be left in the hands of the President and the 


General Secretary. 
Heroin. 

At previous meetings of the Federal Council considera- 
tion had been given to the request of the Director-General 
of Health to representations made by the World Health 
Organization in regard to the prohibition of the manufacture 
of diacetylmorphine or heroin. The Federal Council reaffirmed 
its previous decision that there should be no curtailment of 
the availability of heroin to the medical profession in Aus- 
tralia.. The General Secretary reported that he had received 
a further communication from the Director-General of 
Health, asking that the Federal Council should give careful 
and sympathetic consideration to the proposal that the use 
of heroin should be prohibited in Australia. The General 
Secretary said that he had again referred the matter to the 
Branches, and that with the exception of Queensland they 
had agreed to forgo the use of heroin. He said that a special 
committee had investigated the matter on behalf of the 
New South Wales Branch, and the committee had reported 
that while heroin was still the best substitute for morphine 
in cases in which morphine produced vomiting and other 
distressing side effects, nevertheless it was realized that a 
number of the newer preparations, and in particular 
“Dilaudid” and pethidine, acted as reasonable substitutes. 
Under those circumstances and as there appeared to be 
cogent reasons for the withdrawal of heroin from practice, 
the committee felt that such a move should not be opposed. 
The Federal Council therefore resolved to support the 
Government’s proposal that the use of heroin in Australia 
should be prohibited. 
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Pakistan Medical Association Central. 


A communication was received from the Director-General 
of Health, advising that he had received advice from the 
Australian High Commissioner in Pakistan that he had been 
informed by its general secretary that the Pakistan Medical 
Association desired to establish contact with the medical 
profession in Australia, and would be pleased to welcome 
visiting medical practitioners from Australia. The Director- 
General of Health also advised that the second All-Pakistan 
Medical Conference would be held at Lahore from February 
19 to 22, 1953. 


International Cooperative Meeting on Gynecology and 
Obstetrics. 

A letter was received from the Director-General of Health, 
advising that an international cooperative meeting on 
gynecology and obstetrics would be held at Paris on May 22 
and 23, 1953. The information had been sent to the Branches. 


International Congress on Tropical Diseases and Malaria. 


The Director-General of Health had informed the Federal 
Council that the fifth international congress on tropical 
diseases and malaria would be held at Istambul in August 
and September, 1953. 


The Control of Cortisone. 


At the instance of the Victorian Branch, the Federal 
Council discussed the removal of restrictions on the control 
of the use of cortisone. Dr. H. C. Colville pointed out that 
there was at the present time no difficulty in securing 
supplies of this drug, and he moved on behalf of the Victorian 
Branch that representations should be made to the Common- 
wealth Government to allow increased import of cortisone, 
and to remove the existing restrictions on its use. The 
motion was seconded by Dr. C. Byrne and carried. 


World Medical Association. 
Sixth General Assembly, Athens. 


The Federal Council had before it reports from Dr. L. R. 
Mallen and Dr. T. Giblin, the representatives at the sixth 
general assembly of the World Medical Association held at 
Athens on October 12 to 16, 1952. It was resolved that Dr. 
Mallen and Dr. Giblin should be thanked for their reports. 


Seventh General Assembly. 


Reference was made to the seventh general assembly of 
the World Medical Association, which was to be held at The 
Hague, the Netherlands, on August 31 to Sepember 5, 1953. 
It was resolved that Dr. L. R. Mallen and Dr. J. G. Hunter, 
the General Secretary, should be appointed delegates of the 
Federal Council to attend the assembly. It was also resolved 
that Dr. C. H. Dickson and Dr. W. W. S. Johnston, C.B.E., 
D.S.0O., M.C., E.D., should be appointed alternate delegates 
of the Federal Council to the assembly, and that the appoint- 
ment of observers to the assembly should be left in the 
hands of the President and the General Secretary. 


Eighth General Assembly. 


Dr. L. R. Mallen pointed out that the eighth general 
assembly of the World Medical Association was to be held in 
Rome in 1954. He thought that, if a delegate was to be sent 
by the Federal Council, he should be given plenty of notice, 
so that he would have time to prepare for his absence from 
Australia. The President moved from the chair that Dr. 
H. C. Colville should be invited to act as delegate of the 
Federal Council to attend the eighth general assembly of 
the World Medical Association, to be held at Rome in 1954. 
The suggestion was adopted. It was pointed out that Dr. 
Colville was not called upon to make an immediate decision, 
but that he would have plenty of time to consider the 
matter. 

Ninth General Assembly. 


The General Secretary referred to the proposal that the 
ninth general assembly of the World Medical Association be 
held in Australia at the time of meeting of the ninth session 
of the Australasian Medical Congress (British Medical 
Association) in Sydney in 1955. He said that he had received 
advice from the Secretary-General of the association that 
Cuba had also asked that the assembly should be held in 
that country. To hold the meeting either in Sydney or in 
Cuba would be expensive to the World Medical Association— 
there would not be much difference in cost in connexion with 
the two locations. It was resolved that the World Medical 
Association should be advised that, if the ninth general 
assembly was held in Cuba, the Federal Council would be 
able to send one delegate only (Dr. L. R. Mallen), but that 
if it was held in Australia the Federal Council would send 
two delegates, two alternate delegates and a large number 
of observers. 


Annual Subscription. 


The General Secretary reported that he had paid the 
annual subscription for Australia, amounting to £167 19s. 
This amount was paid on account of 8130 members at 20 
Swiss centimes per member. He stated that in future the 
amount would probably be a little higher, next year the 
amount would probably be 25 Swiss centimes and the year 
afterwards in all likelihood 30. 


International Conference on Medical Education. 


The General Secretary referred to the international con- 
ference on medical education, which was to be held at the 
end of August, 1953, in London. The conference was the 
subject of a leading article in this journal on February 21, 
19538. The General Secretary said that he had written to 
the vice-chancellors of the universities with medical schools, 
asking them to send a delegate from each, or else to send a 
conjoint delegate. The University of Melbourne had replied 
that Professor Sunderland, of the Department of Anatomy, 
was at present overseas, but that he had not so far been 
asked to be a representative. From the University of Sydney 
Professor H. R. Dew was in Great Britain. The University 
proposed to ask him if he would be available to act as a 
representative. Three Australians had been invited to act 
as guest speakers at the conference; these were Dr. E. S. 
Meyers, of Brisbane, Dr. J. Kempson Maddox, of Sydney, and 
Professor A. A. Abbie, of Adelaide. Dr. Maddox had been 
unable to go for financial reasons, and Dr. Abbie was unable 
to undertake the journey for health reasons. Dr. E. S. 
Meyers had written from Brisbane that the University of 
Queensland had told him that no funds were available to 
send him to attend the conference, and at its suggestion Dr. 
Meyers had written asking if the Federal Council would 
sponsor his visit. It was resolved by the Federal Council 
that representations should be made to the Commonwealth 
Government, to the State Governments and to the univer- 
sities concerned to impress upon them the necessity for the 
provision of finance to send to the International Congress on 
Medical Education two men invited to be guest speakers— 
namely, Dr. E. S. Meyers and Dr. J. Kempson Maddox. The 
General Secretary said that he had received a communica- 
tion from the Secretary-General of the World Medical 
Association, forwarding a preliminary format of the con- 
ference, and asking for a financial contribution. It was 
resolved that a donation of £250 should be made towards 
the expenses of the conference. 


It was also resolved that Dr. J. G. Hunter, General Secre- 
tary, and Dr. C. H. Dickson be appointed representatives of 
the Federal Council to attend the International Conference 
on Medical Education. 


Social Security. 


A communication was received from the Secretary-General 
of the World Medical Association, setting out a resolution 
adopted by the council of the World Medical Association on 
social security. The resolution, which had originally been 
received from the Cuban Medical Association, was as follows: 


The World Medical Association reaffirms the 
principle that it cannot accept any system of social 
insurance which is not in accordance with the 
principles already adopted by the World Medical 
Association, and which is not approved by the 
medical association of the country in which it is 
applied. 

After discussion, in which it was pointed out that certain 
standards of social security had been laid down by the 
International Labour Office, it was resolved that the 
Commonwealth Government and the Opposition party be 
advised that the Federal Council was not in accord with the 
policy set out in the document published by the International 
Labour Office—namely, Number VA2, “The Minimum Stan- 
dards of Social Security”. 


Secretary for Australasia. 


Dr. J. G. Hunter, the General Secretary, announced that 
he had been reappointed by the World Medical Association, 
at its meeting in Athens on October 18, 1952, to be secretary 
of the World Medical Association for Australasia. 


Red Cross Handbook. 


A communication was received from the Secretary-General 
of the World Medical Association, forwarding a copy of a 
booklet entitled “The Sign of the Red Cross and the Repres- 
sion of Abuses of the Red Cross Emblem” (the New Geneva 
Convention), and asking that members of the profession be 
advised as to the rules relative to the use of the Red Cross 
emblem. The General Secretary reported that he had tried 
to secure copies of the booklet, but that the New Geneva 
Convention had not yet been ratified in Australia. 
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Questionnaire on Traffic Accidents. 

The World Medical Association had forwarded to the 
General Secretary a questionnaire on traffic accidents in 
Australia. The questionnaire had been sent to the Branches, 
particulars had been secured and had been forwarded to 
the World Medical Association. 


International Code of Medical Ethics. 


Reference was made to a resolution of the sixth general 
assembly of the World Medical Association, requesting that 
all medical associations should adopt the Declaration of 
Geneva and the World Medical Association Code of Medical 
Ethics, and drawing the attention of practising physicians 
and medical students to the code. It was explained that the 
code was to be adopted as far as it was compatible with 
local tradition. 


Medical Certificates. 


It was noted that a statement had been received on the 
principles of medical certification for use in countries where 
the Association desired guidance on the subject of medical 
certificates. 


Repatriation Department. 
Medical Benefits for Widows, Widowed Mothers and 
Orphans of the 1914-1918 and 1939-1945 Wars. 


The General Secretary reported that a communication had 
been received from the Chairman of the Repatriation Com- 
mission, advising that the rates payable for the financial 
year 1952-1953 for attendance on widows, widowed mothers 
and orphans of the 1914-1918 and 1939-1945 wars were a 
metropolitan rate of £3 7s. 7d. and a country rate of £4 3s. 2d. 
So far no information had been received about the introduc- 
tion of a fee-for-service system. 


Fees Payable to Local Medical Officers. 


The General Secretary reported that in November, 1952, 
a communication was received from the Minister for 
Repatriation offering an increase of one shilling in the local 
medical officers’ fee, making it lls. This offer, however, 
was unacceptable to the Federal Council, and subsequently 
in December, 1952, the Minister for Repatriation advised 
that it had been decided to increase the fee payable to 
local medical officers to 12s. 6d., the amount asked for in 
1951 by the Federal Council. 


Emergency Treatment of Repatriation Patients. 

An inquiry was received from the Tasmanian Branch in 
regard to the emergency treatment of repatriation patients 
at week-ends and on holidays. One question was: “Whether 
our members are justified in their attitude that any doctor 
seeing a patient about whom he has not entered into any 
contract shall charge his normal private fee—for example, 
a repatriation medical officer seeing another local medical 
officer’s patient.” The Council determined that the answer 
to this question was “no”. Another question was: “Whether 
or not there is any contract as such between local medical 
officers and the Repatriation Department, apart from an 
understanding that cases on their lists will be treated for 
accepted disabilities at a concessional rate.” The Federal 
Council decided that the answer to this question was “yes”. 

A discussion then took place on the fees payable for 
visits to repatriation patients on public holidays and week- 
ends. Dr. C. O. F. Rieger thought that an additional fee 
should be paid outside ordinary hours. On the motion of 
Dr. A. E. Lee, it was resolved that the matter of an extra 
fee payable to local medical officers for visits to repatriation 
patients on public holidays and week-ends should be referred 
to the Branches for their consideration. 


Prescription. 


Reference was made to the present provision that if a 
local medical officer prescribed for a repatriation patient 
who had not a proper entitlement, he was called upon to 
pay the cost of the prescription himself. Some correspon- 
dence on the matter had taken place with the Chairman of 
the Repatriation Commission, and a reply had been received 
that every communication from a local medical *practitioner 
would be carefully considered in such a case. The Western 
Australian Branch thought that a local medical officer should 
be able to apply to the senior medical officer of the district 
before any deduction was made. On the motion of Dr. H. 
Leigh Cook, seconded by Dr. H. R. R. Grieve, it was resolved 
that the Chairman of the Repatriation Commission should 
be asked to give favourable consideration to the adoption of 
the following procedure when a complaint was made against 
a local medical officer that he had issued a prescription to 
a repatriation patient for the treatment of a disease for 
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which the patient had no entitlement—namely: that before 
any penalty was inflicted on the local medical officer, a 
senior medical officer of the Repatriation Department should 
communicate with the local medical officer and ask for an 
explanation. 

X-Ray Fees in Repatriation Cases. 

The General Secretary said that he had received from the 
College of Radiologists of Australasia a schedule of X-ray 
fees for attendance on repatriation patients. At the request 
of the college the schedule had been forwarded to the Chair- 
man of the Repatriation Commission. 


Salaried Medical Officers. 

The General Secretary reported that at the request of 
the Department of Repatriation Medical Officers’ Associa- 
tion, he had visited Canberra with Dr. J. Best, secretary of 
the association, to confer with the Public Service Board in 
regard te an application to the Commonwealth Arbitrator. 
The General Secretary had appeared before the Common- 
wealth Arbitrator in Melbourne on December 11, 1952. He 
gave a report on the statements made by him. 


Medical Officers of the Royal Australian Navy. 


The General Secretary stated that he had received a copy 
of the conditions of entry and service for medical officers in 
the Department of the Navy. He had also been advised 
of the Department’s desire that the Balmoral Naval Hos- 
pital, Sydney, and the Flinders Naval Hospital, Melbourne, 
should be accepted as training hospitals for the requirement 
of twelve months’ hospital training for new graduates. It 
was pointed out that the application had come too late for 
consideration in the present year. Dr. H. R. R. Grieve asked 
whether from the point of view of registration in Great 
Britain service in these hospitals would be accepted by the 
Medical Board, and thought that this question might well 
be put to them. 


Fee Payable for Medical Examination of Candidates for 
Entrance to the Commonwealth Public Service. 


At a previous meeting of the federal Council, reference 
had been made to the fee payable for the medical examina- 
tion of candidates who wished to enter the Commonwealth 
Public Service. The fee paid was £1 1s., and an application 
had been made for an increase of this fee. A reply had 
been received from the Secretary of the Public Service 
Board, in which it was pointed out that the question was 
primarily one of expenditure. The Treasury had advised 
the Public Service Board that negotiations were taking place 
with the Federal Council on fees for examination of 
pensioners within the medical benefits scheme, and that 
medical fees met by the Commonwealth should all be con- 
sidered in the light of the negotiations. The General Secre- 
tary said that the President and he had interviewed the 
Minister for Health, and had protested against the use of 
Pensioner Medical Service fees as a basis for determining 
the fee for examination. Since then a reply had been received 
from the Public Service Board, advising of its willingness 
to increase the fee to £1 5s. The General Secretary said 
that the matter had been referred to the Branches. On 
discussion it was clear that the Public Service Board’s offer 
of £1 5s. was not acceptable, and the Federal Council 
resolved that a further request should be made to the 
Public Service Board for an increase in the fee for the 
examination of candidates to £1 11s. 6d. 


Ships’ Surgeons. 


At several previous meetings of the Federal Council, the 
remuneration paid to ships’ surgeons had been discussed. 
At the meeting in September, 1952, the Federal Council had 
discussed the matter in some length, and it was not satisfied 
with the amounts then being paid. The salary was £750 per 
annum, and the fees were 10s. 6d. for first class passengers, 
7s. 6d. for second class passengers. A further approach was 
then made to the Australasian Steamship Owners’ Federa- 
tion, with a request that the salary of a permanent ship’s 
surgeon should be £1500 per annum. The General Secretary 
reported that he had received a reply from the federation, 
to the effect that salaries had recently been increased by 
£100 per annum, so that the total was £850. It had also been 
determined that a ship’s surgeon should be permitted to 
charge 12s. 6d. per visit to first class passengers and 10s. 
per visit to second class passengers. It was pointed out in 
discussion that the amount of work done by a ship’s surgeon 
among the passengers was not very great, and fees were 
hard to collect. The salary of £850 per annum compared 
very unfavourably with the salary paid to other members 
of the crew. The Federal Council resolved that a further 











se walrasrrannnle ict 











568 THE MEDICAL JOURNAL OF AUSTRALIA 


Aprin 18, 1953 








request should be made to the Australasian Steamship 
Owners’ Federation, that a permanent ship’s surgeon should 
receive a guaranteed income of not less than £1500 per 
annum. 


Fund for the Publication of Monographs. 


The Federal Council had before it a letter from the Editor 
of THE MEDICAL JOURNAL OF AUSTRALIA, suggesting that a 
fund should be established for the publication of monographs 
which could not be published in THE MeEpicaL JOURNAL OF 
AUSTRALIA. The Editor’s letter was as follows: 

January 13, 1953. 
The General Secretary, 
Federal Council of the British Medical Association in 
Australia, 
135 Macquarie Street, 
Sydney. 
Dear Dr. Hunter, 


On several occasions during the past twenty years I 
have had submitted to me for publication in Tue 
MEDICAL JOURNAL OF AUSTRALIA work of unusual value 
which could not be accepted on account of its length. 
Sometimes the letterpress has been unduly long, and 
sometimes the number of illustrations has been very 
large. To attempt the publication of an abstract of 
these contributions would deprive them of much of 
their value. Such contributions are suitable for publica- 
tion only in the form of monographs. Few authors 
are in a position to undertake the publication of a 
monograph, and publishers in Australia cannot be 
expected to undertake what would be a hazardous pub- 
lication. It is not easy for an Australian author to 
submit the text of a monograph to a publisher in the 
United Kingdom or in the United States. For some 
years I have thought that there should be some method 
of financing the publication of medical monographs in 
Australia. 

It appears to me that the problem might be solved 
if a fund was started and if this fund was administered 
by trustees. I should like therefore to put the following 
ideas before the Federal Council. 


1. A trust fund might be opened and donations to it 
invited. It seems to me not unlikely that substantial 
donations towards this fund might be obtained from 
medical and non-medical sources. 


2. The trustees of this fund would be charged with 
the administration of the fund, and they might or 
might not be so chosen that they would act as a 
selecting body for the choice of publications. The 
panel which would choose contributions for publication 
would need to be chosen from the most expert medical 
workers in the country. In these circumstances the 
Federal Council might think that the trustees and the 
members of the selection panel should be two separate 
bodies. 

3. Monographs on publication would be sold, and the 
proceeds of the sale would be repaid to the trust. 
Although monographs would occasionally no doubt be 
published at a loss, it is possible that the trust might 
be able to cover its expenditure in regard to any one 
monograph. 

4. Skilled assistance in the matter of editing and 
routine procedure would be needed, and I am fortunately 
able to assure the Federal Council that the resources 
of the Australasian Medical Publishing Company, 
Limited, would be made available to it. 

In my opinion this is a step which the medical pro- 
fession in Australia must take at some time or other, 
and I think, that the present is a suitable time for the 
consideration of such a venture. 


The General Secretary said that the matter had been 
referred to the Branches. Favourable replies had been 
received from every Branch. Dr. A. J. Murray, in moving 
a motion approving the suggestion, said that he thought 
such a move was overdue. Dr. A. E. Lee seconded the 
motion, and said that at their meeting on Monday, February 
23, the directors of the Australasian Medical Publishing 
Company, Limited, had discussed the suggestion and had 
decided that if the Federal Council approved of it, they 
would make a donation of 250 guineas to the fund. The 
Editor of THE MEDICAL JOURNAL OF AUSTRALIA, on being invited 
to speak, said he hoped that the Federal Council would 
approve of the suggestion, and explained that it was his 
idea that when sufficient funds were in hand a start might 
be made if a suitable monograph was offered. He thought 
that the greatest care would be needed in the selection of 


monographs, and he explained that it was not impossible 
that a monograph might do more than pay for the cost of 
its publication. In these circumstances he thought that 
once expenses had been paid, the author of the monograph 
should receive a fairly generous royalty. The Federal 
Council adopted a resolution approving of the suggestion, 
and appointed Dr. A. J. Murray and Dr. W. F. Simmons to 
be trustees of the fund. The Council further resolved that 
the trustees with the Editor should submit a report on the 
matter at the next meeting of the Federal Council. 


Registration of Alien (New Australian) Medical 
Practitioners. 


A communication was received from the Unregistered 
Doctors’ Association, inquiring about the results of dis- 
cussion between the Minister for Immigration and the 
Federal Council. The General Secretary pointed out that 
no further discussions had taken place since the discussion 
reported at the meeting of the Federal Council in February, 
1952. It was pointed out that inquiries on the subject 
should be made to the Minister and the Department of 


Immigration. 
The Advertising of Proprietary (Patent) Medicines. 


A letter was received from the South Australian Branch, 
inquiring whether action could be taken at Federal level to 
ensure that a more rigid control was exercised over patent 
medicine advertising. The Council was concerned, not with 
the people who manufactured such preparations, but rather 
with the question of whether the medicine itself had some 
therapeutic value. Quite often a patent medicine was 
advertised as being a certain cure for any one of a large 
number of specific diseases, when any person with medical 
training knew quite well that it would be quite impossible 
for the medicine to produce the result claimed. The matter 
had been referred to the Branches, and the Western Aus- 
tralian Branch had sent a copy of the Western Australian 
Health Act, 1911-1950, Food and Drug Regulations. The 
President referred to the work of a committee on which he 
was the Council’s representative. This committee had given 
advice to newspaper editors with regard to advertisements 
offered to them. For some considerable time, possibly more 
than a year, there had been no occasion for the committee 
to meet. He thought that this type of problem was much 
better dealt with through the Press than through the trade. 
Dr. Simmons said he thought that an effort should be made 
to introduce in other States legislation similar to that that 
existed in Western Australia. It was resolved that the 
matter should be left in the hands of the President, and 
that a copy of the Western Australian Act with the Food 
and Drug Regulations should be sent to the Branches. The 
President said that when he had some information available, 
he would give it to the General Secretary, who would pass 
it on to the Branches. 


Bilateral Vasectomy. 


The General Secretary reported that a letter had been 
received from the Western Australian Branch on the sub- 
ject of bilateral vasectomy. It was stated in this letter 
that the matter had never been discussed by the Federal 
Council, and that it was not outside the ambit of public 
policy. He thought that the Federal Council should con- 
sider the problem and its ethical and legal implications. 
This procedure appeared to be carried out at the present 
time widely by some of the younger members of the pro- 
fession, because it had been freely advocated by some 
medical officers in the services during the second World 
War. The General Secretary had advised the Western Aus- 
tralian Branch that there was no direct legal sanction for 
the performance of the operation of sterilization, but that 
if such an operation was performed on therapeutic grounds, 
no action would lie against a member of the profession who 
used ordinary skill and care. The matter had been referred 
to the Branches. The Tasmanian Branch supported the 
view expressed by the General Secretary. The South Aus- 
tralian Branch replied that the performance of the opera- 
tion on males was illegal in South Australia if done for the 
purposes of "sterilization. The Queensland Branch thought 
that a legal opinion should be obtained. The Victorian 
Branch, being greatly concerned with the matter, obtained 
a legal opinion. This was read by the General Secretary. 
Dr. D. E. Copping explained that sometimes the husband 
asked that the operation of bilateral vasectomy should be 
performed on him, because his wife had been advised to 
undergo an operation for sterilization. That, of course, would 
be illegal. Dr. C. Byrne pointed out that éven if a patient 
gave consent and a doctor performed the operation, the 
patient might later on change his mind and would then have 
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grounds for action against the doctor. It was resolved that 
the legal opinion obtained by the Victorian Branch should 
be endorsed by the Federal Council, and that a copy should 
be forwarded to the Branches in the hope that they would 
be able to secure the passage of whatever legislation was 
thought desirable. 


Medical Certification. 


A letter was received from the South Australian Branch, 
explaining that the Branch Council had received a letter 
from the honorary secretary of the Branch’s General Prac- 
titioner Group, deploring the divulgence of the diagnosis on 
a patient’s certificate required by his employer. Members 
of the group were firmly of the opinion that it was no 
business of an employer to know what his employee was 
suffering from, and that so long as the former was aware 
that a person was unfit for duty and that such unfitness was 
not due to any misconduct on the part of the employee, this 
should be quite sufficient for purposes of certification. Mem- 
bers of the Branch Council were in agreement with this 
view, and thought that the words “is suffering from so and 
so” should be replaced with “is unfit for duty, not due to 
any misconduct on his part”. Dr. H. R. R. Grieve pointed 
out that, if a certificate of the kind under discussion was 
handed to the patient by the doctor, the doctor’s respon- 
sibility ended, and the patient could do what he liked with 
the certificate. Dr. A. E. Lee put forward the point of view 
that employers were interested in the conditions from which 
their employees suffered, because they were concerned with 
the environment of the employee and were anxious to secure 
for him the best possible environment in his work. The 
President thought that it would be unwise to depart from 
the general prevailing rule expressed by Dr. Grieve. A 
motion was drafted on the lines of the South Australian 
letter and was put to the Federal Council and lost. 


Clinical Photographic Material and Sales Tax. 


A letter was received from the Dermatological Association 
of Australia, recommending that an approach be made to 
the legislature with a view to the removal of sales tax from 
clinical photographic material such as cameras, films, light- 
ing apparatus and so on. Although the proposal was 
intended to cover apparatus to be used for clinical purposes 
only, the Federal Council thought that the suggestion was 
impracticable. 


The Prescribing of Sulphonamides. 


A letter was received from the Dermatological Association 
ot Australia (British Medical Association), drawing attention 
to the dangers of the uncontrolled usage of sulphonamides, 
and recommending that steps be taken to ensure that all 
local applications containing sulphonamides should be dis- 
pensed only on the prescription of a legally qualified medical 
practitioner. The General Secretary said that the matter 
had been’ referred to the Branches. There was a consensus 
of opinion among the Branches that some control of the 
sulphonamides should be exercised. It was pointed out that 
in Queensland a prescription was needed for a sulphonamide 
to be purchased. The Federal Council was told that in 
New South Wales the Minister would probably deal with 
the matter in a new Act which was being brought down. 
The Federal Council resolved that in its opinion sulphon- 
amides should be dispensed only on the prescription of a 
legally qualified medical practitioner. 


The Australian Post-Graduate Federation in Medicine. 


It was noted that a meeting of the Australian Post- 
Graduate Federation in Medicine was to be held at Hobart 
in March, 1953. Dr. T. Giblin agreed to act at this meeting 
as representative of the Federal Council. 


Code of Ethical Rules for Industrial Medical Officers. 


A letter was received from the New South Wales Branch, 
advising that the Section of Occupational Medicine was 
opposed to the formulation of special ethical rules for 
industrial medical officers. It was held that no special 
-ethical rules were needed, but that the ethical rules applic- 
able to the whole profession should suffice. It was agreed 
that no further action on the matter should be taken. 


Fluoridation of Drinking Waters. 


A communication was received from the Australian Dental 
Association, seeking the cooperation of the Federal Council 
in its efforts to have the fluorine content of drinking water 
-adjusted to a level safe to general health and effective in 
reducing dental caries. The matter had been referred to 
Branch Councils. The Victorian Branch supported the sug- 








gestion, but the Western Australian Branch advised caution 
in the matter. The South Australian Branch replied that 
the procedure would be costly and was impracticable. It 
was pointed out that only a minute amount of fluorine was 
necessary, and if more than the required amount was present 
in drinking water the teeth might assume a mottled appear- 
ance. When the costliness of the procedure was mentioned, 
one representative replied that the cost was much less 
than that required to repair the damage caused by dental 
caries. Dr. W. F. Simmons said that the matter was being 
considered by the National Health and Medical Research 
Council, and the Federal Council resolved to defer considera- 
tion. 


The Immunization of Dogs Against Distemper. 


A letter was received from the Victorian Branch, con- 
veying the views of Dr. J. C. Pickering. He thought that 
where veterinary surgeons were not available, provision 
should be made for the injection of dogs with serum by 
other persons such as pharmacists. The view was expressed 
that pharmacists could be taught by medical practitioners 
how to give the injection. It was pointed out in discussion 
that in New South Wales no medical man was allowed to 
undertake any measures whatever in the treatment of 
animals. On one occasion a medical practitioner had given 
a certificate to the effect that a dog was suffering from a 
broken leg, and had been taken to task for so doing. ‘The 
Federal Council resolved that the Minister for Health should 
be informed that in towns or districts where the services of 
a veterinary surgeon were not available, the Federal Council 
had no objection to the procedure outlined in Dr. Pickering’s 
letter. 


Date and Place of Next Meeting. 


It was resolved that the determination of the date and 
place of the next meeting should be left in the hands of the 
President. 


Votes of Thanks. 


A vote of thanks was accorded to the President, Dr. A. J. 
Collins, for presiding. The Federal Council also thanked Dr. 
J. G. Hunter and Miss H. Cameron for their services during 
the meeting. The Federal Council also extended to the New 
South Wales Branch thanks for its hospitality and for the 
use of its offices, and to Dr. A. J. Collins, Dr. W. F. Simmons, 
Dr. H. R. R. Grieve and Dr. A. J. Murray for their 
hospitality. 


2a ——___—_—_ 


Dut of the Past. 





In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 





ON THE VALUE OF THE DEGREE OF M.D. OF THE 
UNIVERSITY OF ST. ANDREW'S.’ 
[Medical Record of Australia, July 25, 1862.] 


When Last of Dunstable “by trade a doctor and by pro- 
fession a shoemaker born to the former because he was 
the seventh son of a seventh son and bred to the latter” 
refused the advice of Sawney McGregor, the packman to 
send for a “diplummy” from Scotland from “too much money 
having already gone that road” he had little idea how much 
the degree of MD of the Scotch Universities and particularly 
that of St Andrew’s which at that time, as Samuel Johnson 
remarked “lived by degrees as grocers lived by selling tea 
and sugar” would be raised in the eyes of the public. 


High as the degree of MD of this University now stands, 
enabling those in Victoria now possessing it to sing like the 
physicians in one of Moliére’s plays 

Sans nous tous les hommes 

Deviendraient mal sains 

Et c’est nous qui sommes 

Leurs grands médecins 
the examination which the candidates for it have to pass 
is not any better test of their knowledge than that which 
they would have to undergo to obtain the licence of the 
Faculty of Physicians and Surgeons of Glasgow or the 





1From the original in the Mitchell Library, Sydney. 
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College of Surgeons of Edinburgh, the only difference being 
that at the University the candidates have to write answers 
to the questions given them while at the other places they 
have to go before a board of examiners to be interrogated 
for 2 to 3 hours: but if the questions asked were published 
they would look quite as well as those of the University. 
The classical portion of the university examination certainly 
cannot be said to be as good a test of men’s acquaintance 
with Latin as that of the Apothecaries Hall. Men to pass 
the Hall must have a very good knowledge of Celsus Gregory 
and the Pharmacopeia but to pass the University it is only 
necessary that they should be able to translate a few lines 
of Celsus. It has always been a rule in London for men 
when unable to pass the classical examination at the Hall 
to go to St. Andrews if they can possibly muster enough to 
pay twenty-five guineas for the degree and five pounds for 
the journey. We have before said that the possession of 
a degree does not make a man a practitioner. The doctors 
of medicine of St. Andrews may be quite as good prac- 
titioners as the graduates of any of the other British univer- 
sities: but, as authors, the great test by which the public 
judge—whether rightly or not we are not in a position to 
say—of men’s abilities they have never distinguished them- 
selves. Of the several hundred graduates practising in 
different parts of the world, we are not acquainted with 
one who has written a book of any particular merit. 


If anyone will take the trouble to examine the English 
Medical Directory for the year 1859 they will find in the 
London portion from “Addison” to “Basham” the names of 
thirty gentlemen, doctors of medicine of Cambridge Oxford 
Edinburgh Glasgow and St. Andrew’s. Eleven of the number 
belong to St. Andrew’s, ten to Edinburgh, five to Cambridge, 
three to Glasgow and one to Oxford. Two only of the St. 
Andrew’s men are authors—one of a paper on cholera pub- 
lished in the Lancet: and the other of a Treatise on 
Aneurism and of a paper “on the value of long incisions in 
Phlegmonous Inflammation of the Lower Extremities’. Of 
the ten Edinburgh graduates, nine are authors of works of 
the greatest value. All the five Cambridge graduates are 
authors of works of high standing—one of the three Glasgow 
graduates is an author & the one Oxford graduate is an 
author. 





Correspondence, 


A COLLEGE OF GENERAL PRACTITIONERS. 





Sir: I have just completed reading, with considerable 
interest, the report of the Steering Committee of the College 
of General Practitioners. While undoubtedly the Australian 
general practitioner need have much less fear for his pro- 
fessional status than his colleagues in Great Britain, the 
junior Australian general practitioner will view the decisions 
of the committee with a personal interest, for it is already 
becoming obvious that after twenty years of general prac- 
titioner experience he may not enjoy the same status of 
professional competence that has been the happy lot of his 
predecessors. 


Already the junior general practitioner in Australia finds 
himself denied the benefits of hospital facilities in the capital 
cities; and the large numbers of recently qualified physicians 
and surgeons in the large provincial cities seem likely to 
create a similar position there within the next few years— 
and this position is being aggravated by the tendency of 
hospital boards to formally organize an honorary staff under 
specialist groups—and therefore giving precedence to prac- 
titioners with higher specialist qualifications over their 
general practitioner colleagues with equivalent, or greater, 
years of experience. 

It would appear that the Australian general practitioner 
differs from his English colleague on the following scores: 


1. The majority of hospitals, and probably the majority of 
hospital beds in Australia are staffed by general prac- 
titioners. 

2. The status of the general practitioner is a lofty one, 
both in the eyes of his patients and his specialist colleagues. 


3. The average Australian general practitioner, of any 
experience, feels reasonably well equipped to deal with the 
majority of medical, surgical and obstetrical emergencies. 

4. The average Australian general practitioner deals 
routinely and competently with such “cold surgery” as 


tonsillectomy and adenoidectomy, appendicectomy, hernior- 
rhaphy, curettage, hemorrhoidectomy, and as his experience 
increases with cholecystectomy, hysterectomy and even 
bowel resection. From reports it appears that even these 
routine operations are considered the lot of specialists in 
Great Britain. This tradition of very wide general prac- 
titioner competence is especially seen in the larger provincial 
towns, and the operator, almost universally, owes his training 
to an older generation general practitioner—not to a 
specialist or specialist teaching clinic. 


Most of us believe that this wide field of professional com-. 
petence for the general practitioner is in the best interests: 
of the patient, and most of us consign only the more knotty 
and rarer problems to the specialist. 


Australia could be well described as the Shangri-La of the 
general practitioner—but with the greatly increasing number 
of graduates, and the greatly increasing tendency to 
specialization, the end of his era may be in sight unless he 
organizes himself to pass on the knowledge and experience 
to junior colleagues, and to stand united against the growing 
tendency to specialization early in the medical career, by 
offering something more satisfying, more lucrative and of 
equivalent professional status. 

It is to be hoped that our local organizations take an 
interest in this report, and implement Australian branches 
from the prophylactic, if not the therapeutic, viewpoint. 

Yours, etc., 
“JUNIOR G.P.”. 

Undated. 





PROTECTION OF LABORATORY RABBITS AGAINST 
*MYXOMATOSIS BY VACCINATION. 





Sir: In South and North America myxomatosis makes 
its presence known only by the occasional occurrence of 
outbreaks of the disease, associated with a high mortality 
rate, in colonies of hutch rabbits bred for commercial or 
laboratory purposes. It was foreseen that a similar infec- 
tion of laboratory stocks of rabbits might occur in Aus- 
tralia, and this has already occurred once in both Melbourne 
and Sydney. 

Investigations were undertaken over a year ago to deter- 
mine what degree of protection against myxomatosis could 
be conferred on laboratory rabbits by vaccinating them with 
the related but benign fibroma virus. It was found that a 
high degree of resistance was conferred, but that its dura- 
tion was short, when the standard OA strain of the virus 
was used. Current experiments suggest that another strain 
of fibroma virus may give a much more durable immunity. 
As these experiments will not be completed for a year, and 
the risk of myxomatosis in laboratory rabbits will occur 
each summer, it was thought desirable to bring to the 
attention of all laboratories breeding rabbits a procedure 
which would limit the damage caused by myxomatosis if 
stocks should become infected. 


Routine prophylactic vaccination with the OA strain is: 
not recommended, although the other strain mentioned 
earlier may be satisfactory from this point of view. The 
OA strain would, however, be suitable when used in the 
face of an outbreak. At present it is suggested that if 
myxomatosis occurs in laboratory rabbits, the obviously 
affected animal or animals should be destroyed and the cages: 
sterilized, and the remaining animals in the laboratory 
should be inoculated subcutaneously or intradermally with 
the OA fibroma virus. A stock of potent dried OA virus is: 
held by the Director, Commonwealth Serum Laboratories, 
Melbourne. Application by letter may be made to him: 
should a supply of virus be required. The contents of an 
ampoule should be suspended in 10 millilitres of distilled. 
water and 0-2 millilitre of this suspension inoculated in 
each rabbit. The preparation contains no protein foreign 
to the rabbit other than the fibroma virus, and will not 
interfere with the use of the rabbit for the production of 
immune sera et cetera. Apart from the production of a. 
small lump at the inoculation site it has no adverse effect 
on the health of the rabbit. 

Yours, etc., 
FRANK FENNER. 


The Australian National University, 
Canberra, 


March 24, 1953. 
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JOost-@raduate Tork. 


THE MELBOURNE PERMANENT POST-GRADUATE 
COMMITTEE. 


PROGRAMME FoR May, 1953. 


Country Courses. 
Bendigo. 


The following lectures will be given at Bendigo on May 9: 
2.15 p.m., Dr. R. McK. Rome, “Toxzemias of Pregnancy”; 
4.15 p.m., Dr. Ian Stahle, ‘Common Skin Diseases’ 
Dr. A. E. Coates, “The Acute Abdomen”. 


The fee for this course is £2 5s., or 15s. per lecture. 
Enrolments may be made with Dr. P. Breheny, honorary 
secretary of the British Medical Association Subdivision, 228 
Mundy Street, Bendigo. 


Mortlake. 
At Mortlake, on May 23, at 8 p.m., Dr. R. S. Lawson will 
lecture on “Acute Abdominal Emergencies, with Speciai 


Reference to the Difficult Appendix”. The fee for this 
lecture is 15s., payable to the local secretary. 


Ballarat. 


At Ballarat, on May 28, at 8 p.m., Dr. Kate Campbell will 
lecture on “Neonatal Problems”. The fee for this lecture is 
15s., and enrolments may be made with Dr. J. P. L. Griffiths, 
22 Errard Street North, Ballarat. 


Annual Subscribers. 


Those who have paid an annual subscription to the Post- 
Graduate Committee are invited to attend the above courses 
without further charge. 


Flinders Naval Depot. 


At Flinders Naval Depot on May 13, at 2.30 p.m., Dr. 
Leslie will conduct a medical demonstration, by arrange- 
ment with the Royal Australian Navy. 


vs Soko Pan., 


Courses for Higher Degrees and Diplomas. 


Classes at the anatomy, pathology and physiology depart- 
ments and the X-Ray and Radium Laboratory for higher 
degrees and diplomas, Part I, will be continued in May. 


Radiodiagnosis. 


A course in radiodiagnosis will commence in the last week 
of May and continue for ten weeks on two afternoons a 
week, provided there are sufficient enrolments. 


Inquiries. 


Inquiries regarding the above courses may be made from 
the Post-Graduate Committee, 394 Albert Street, East Mel- 
bourne. Telephone: FB 2547. 


Lecture-Demonstrations in Allergic Diseases. 


Attention is directed to the continuation of the series of 
lecture-demonstrations by the British Medical Association 
Section for the Study of Allergic Diseases on Thursdays, 
from 4 to 5 p.m., on the following dates: 

May 7: Dr. R. H. O. Donald, “Common Allergic Con- 
ditions of the Respiratory Tract”, at the Royal Mel- 
bourne Hospital. 

May 14: Dr. R. H. O. Donald, “Management and Treat- 
ment of Common Conditions of the Respiratory Tract”, 
at the Royal Melbourne Hospital. 

May 21: Dr. G. Doyle, “Physics of 
Vincent’s Hospital. 

May 28: Dr. G. Doyle, “Intranasal Treatment of Asthma”, 
at Saint Vincent’s Hospital. 


Asthma”, at Saint 


All members of the medical profession are invited to attend. 


THE POST-GRADUATE COMMITTEE IN MEDICINE IN 
THE UNIVERSITY OF SYDNEY. 
Course in Advanced Medicine. 


THE Post-Graduate Committee in Medicine in the 
University of Sydney announces that a course in advanced 
medicine, suitable for candidates for the M.R.A.C.P. examina- 
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tions in September and October, will be -conducted for a 
period of twelve weeks beginning June 8, 1953. The pro- 
gramme will be arranged to take place in the afternoons 
from approximately 2 to 5 p.m. on five days each week and 
on Saturday mornings. Fees for attendance will be £31 10s., 
or £2 12s. 6d. per week, the closing date for applications 
being May 29, 1953. Applications to attend whole or portion 
of the course in advanced medicine should be forwarded to 
the Course Secretary, The Post-Graduate Committee in 
Medicine, 131 Macquarie Street, Sydney. Telephones: 


BU 5238, BW 7483. 





Research. 


FOULERTON RESEARCH FELLOWSHIP. 


APPLICATIONS are invited by the Council of the Royal 
Society for a Foulerton Research Fellowship in Medical 
Science, tenable in any hospital, medical school or university 
laboratory in the British Isles or at any other place approved 
by the Council of the Royal Society. For the present 
purpose, medical science is regarded as including clinical 
investigations and experimental studies having a bearing on 
biological function. Candidates should supply the usual 
personal details and give the names of two referees. It is 
a condition that a candidate for a Foulerton Fellowship 
must show, if called upon to do so, that he or she is, and 
that his or her father and paternal grandfather are, or 
were at the date of their respective deaths, of British 
nationality. Testimonials will not be considered. Applicants 
and referees at a distance may write direct to the address 
given below, without first obtaining forms. The subject of 
the proposed research, and the place at which it would be 
carried out, together with the name of the head of the 
department, should be given. 

The appointment will be for two years in the first instance, 
from October 1, 1953, and may be renewed annually up to a 
total of five years. It will be subject to the conditions 
governing Royal Society research appointments, of which 
further information may be obtained on application to the 
Assistant Secretary. The stipend will be £850 per annum 
with an annual increment of £75 and with superannuation 
benefits to which the successful candidate will be required 
to contribute 5% of annual stipend and to which the Society 
will make a contribution of 10%. Preference will be given 
to candidates under thirty-five years of age. 

Applications should be made to the Assistant Secretary, 
The Royal Society, Burlington House, London, W.1, and 
should be received as early as possible, in any case not later 
than June 1, 1953. 





NUFFIELD FOUNDATION AUSTRALIAN ADVISORY 
COMMITTEE. 





Nuffield Gerontological Research Fellowship. 


THE Nuffield Foundation, as part of its programme for 
the care of old people, is prepared to offer a Nuffield 
Research Fellowship, of professorial status, for research on 
the scientific aspects of aging, or alternatively one or more 
fellowships of less senior status. 

Applications for both types of fellowship are invited, and 
appointment will be made by a committee representing the 
Royal Society and the Nuffield Foundation. The fellowship, 
which may be tenable at any university in the United 
Kingdom, will be open to applicants of either sex—usually 
not more than forty-five years of age—who are of high 
merit and whose ability fits them for the conduct of originai 
scientific research. Appointment to the senior award will 
normally be made for a period of five years and may be 
renewed for further periods of five years. The value will 
not be less than £2000 per annum plus superannuation and 
child allowance. Research expenses will be met by the 
Foundation, including such provision for research assistants, 
apparatus and technicians as the committee may think 
appropriate. 

In the event of one or more less senior workers, instead 
of one senior, being appointed, the period of appointment 
will be three years in the first instance. The value will be 
£1000 to £1500 per annum plus superannuation, child allow- 
ance and research expenses. 

All amounts mentioned in this announcement are in 
English currency. 


Applications must be received before May 15, 1953, by the 
Secretary, Nuffield Foundation Australian Advisory Com- 
mittee, c.o. The Australian National University, Box 4, 
G.P.O., Canberra, A.C.T., from whom full particulars and 
application forms can be obtained. 


aii, 
Qo 


Deaths, 


Tue following death has been announced: 
ANDERSON.—Arthur Gerard Anderson, on April 8, 1953, at 
Clayfield, Queensland. ; 


Diary for the Wonth. 


ApRIL 21.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

APRIL 22.—Victorian Branch, B.M.A.: Branch Council Meeting. 

APRIL 23.—New South Wales Branch, B.M.A.: Clinical Meeting. 

APRIL 24.—Queensland Branch, B.M.A.: Council Meeting. 

APRIL wale South Wales Branch. B.M.A.: Ethics Com- 
mittee. 

APRIL 30.—New South Wales Branch, B.M.A.: Branch Meeting. 

APRIL 30.—South Australian Branch, B.M.A.: Listerian Oration. 


- 
— 


Mevical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New South Wales. 

Victoriun Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries ; Australian Prudential 
Association, Proprietary, Limited; Federal Mutual Medical 
Benefit Society ; Mutual National Provident Club; National 
Provident Association; Hospital or other appointments out- 
side Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Wickham Terrace, Brisbane, B17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 178 North 
Terrace, Adelaide): All Contract Practice appointments in 
South Australia. 

Western Australian Branch (Honorary Secretary, 205 Saint 
George’s Terrace, Perth): Norseman Hospital; all Contract 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 


pects ~<a 
Editorial Motices, 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to Tun 
MEDICAL JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, THs 
MEvICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one 
month. 

SusscripTIoN RatTes.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rate is £5 
per annum within Australia and the British Commonwealth of 
Nations, and £6 10s. per annum within America and foreign 
countries, payable in advance. 
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